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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


EYE 


Jackson, E.: Recent Mechanical Injuries to the 
Eyes; Their Examination and Management. 
Northwest Med., 1926, xxv, 138. 

Jackson calls attention to the fact that the effects 
of contusions of the eyeball may be unrecognized in 
superficial examination because external evidence of 
grave internal lesions may be absent, and that there 
may be no evidence of serious trouble at the first 
ophthalmic examination because such injuries as 
fracture of the orbit do not immediately affect the 
eyes. Contusions may cause cataract without rup- 
ture of the capsule, but the opacity may not be noted 
for months. The examination following a contusion 
should therefore include inspection, palpation for 
changes in tension, and X-ray examination for frac- 
tures and foreign bodies. 

Perforating injuries may have few external signs 
upon which the diagnosis may be made. Small 
wounds close quickly, many parts do not bleed, and 
the tension may be restored in a few hours. Two 
lacerations may occur from the same accident, as 
when a shot passes through one side and out the 
other. The nature of the missile and the direction 
from which it came should be determined. ‘The pres- 
ence or absence of a foreign body must be established 
definitely. Because of the long exposure made so 
frequently in roentgen ray examinations, foreign 
bodies may not be detected by the X-ray if they are 
very small. Asa rule all foreign bodies in the eyeball 
should be removed as soon as possible. The con- 
ditions under which a departure from this rule may 
be considered are very rare. Vircit Wescott, M.D. 


Durr, S. A.: The Operations for Glaucoma. Am. J. 
Ophth., 1926, 3 s. ix, 174. 

This report was a thesis submitted for the degree 
of M. S. in Ophthalmology at the University of 
Pennsylvania. The better known operations for 
glaucoma are compared as to their value in different 
types of cases, and an attempt is made to determine 
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the best operation for each type of glaucoma. ‘The 
conclusions are based upon a survey of the literature. 

Iridectomy, trephining, iridotasis, and cyclo- 
dialysis are fylly covered, while the Lagrange opera- 
tion, peripheral iridotomy, iridencleisis, and cyclec- 
tomy are discussed briefly. The use of adrenalin in 
glaucoma as compared to posterior sclerotomy is 
reviewed. 

The conclusions drawn from fifty-eight original 
articles are as follows: 

tr. No one operation can be used in all cases. 

2. In acute glaucoma the procedure of choice is 
iridectomy, with the use of adrenalin or a prelimi- 
nary posterior sclerotomy, if needed. Trephining or 
iridotasis is permissible. 

3. The Elliot trephine should be used in chronic 
non-congestive glaucoma, especially with contracted 
fields. Iridotasis may be done. Cyclodialysis may 
be tried first, the trephine being reserved for resis 
tant cases. 

4. Iridectomy should be performed in glaucoma 
due to swelling of the lens. 

5. Buphthalmos is best combated by trephining 
or repeated posterior sclerotomies. 

6. Cyclodialysis should be used in glaucoma due 
to disease of the retinal vessels and may be done in 
the cases of patients who have chronic conjunctivitis. 

7. Adrenalin has been found of value in ophthal 
moscopic examination, as a therapeutic agent, and 
an aid in operation. 


Pfingst, A.O.: Neoplasms of the Lachrymal Gland, 
with a Report of Three Cases. Arch. Ophih., 1926, 
lv, 139. 

Warthin was the first accurately to describe the 
pathogenesis of tumors of the lachrymal gland. The 
first case of such a tumor was reported by Hildanus 
in 1598. The first authentic case in which a micro- 
scopic examination was made was reported by Becker 
in 1867. 

Warthin’s report covers all of the cases in the 
literature up to 1921, a total of 132. ‘The neoplasms 
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in these cases are described by widely different terms, 
ranging from simple hypertrophy to malignant 
growths of epithelial and fibrous nature. According 
to the diagnosis, they represented forty-four va- 
rieties of tumor. Warthin concluded, however, that 
the majority were mixed tumors of endothelial origin 
identical with the slowly growing mixed tumors of 
the salivary glands. In his opinion, these new 
growths are peculiar to the serous variety of gland 
structure which is found in the lachrymal and pa- 
rotid glands and a part of the submaxillary glands. 
The proper term for them, he believes, is ‘‘endo- 
thelioma.”’ 

Haslinger also accepted the theory of the endo- 
thelial origin of these tumors, but Verhoeff, in a re- 
port of five cases, stated that they arise from epi- 
thelial cells. Greeves, who completed the bibliog- 
raphy after Warthin’s report, classifies them into 
two main groups: (1) mixed tumors, and (2) tumors 
characterized by overgrowths of small round cells 
in the gland stroma, a condition known as ‘“ Miku- 
licz disease.”” In the first group he places the follow- 
ing Lypes: 

1. Tumors in which the gland tubules have a 
scant amount of fibrous or myxomatous tissue, some 
lymphoid tissue, some flattened epithelium, some 
prickle cells, and often cartilage, which are sur- 
rounded by a rather dense capsule of white fibrous 
tissue and are usually slow in development. Such 
tumors are not associated with enlargement of the 
glands and have never been known to lead to general 
metastasis. They usually occur in adults. After re- 
moval, they show no tendency to recur. 

2. ‘Tumors made up almost entirely of myxo- 
matous stroma containing some branch columns of 
cells resembling epithelial cells. 

3. ‘Tumors of the cylindroma type which, micro- 
scopically, resemble adenocarcinomata, never con- 
tain cartilage, and have little or no surrounding 
capsule. Clinically, these are the most malignant. 

Mikulicz, disease is apparently not a neoplastic 
growth but merely an enlargement of the gland due 
to cell infiltration. ; 

The latest and most comprehensive contribution 
on this condition was made by Lane in 1922. Ina 
very careful survey of the literature, Lane was able 
to find only 256 authentic cases. 

The author believes that the nomenclature of 
lachrymal gland tumors should be based solely on 
their microscopic make-up, and that the species of 
the tumor should be determined by the nature of the 
prototype cell. 

The clinical course of tumors of the lachrymal 
gland varies considerably. The majority of such 
growths develop very slowly in the early stages, a 
long period of inactivity preceding their active de- 
velopment. It is probable that the slowness of their 
growth is due to the dense capsule. 

‘These tumors are seen usually in persons past 
middle age. No doubt they begin earlier, but because 
of their slow growth and their lack of symptoms 
they are unnoticed until they reach a considerable 


size and cause exophthalmos. ‘The average size of 
those that have come to operation has been that of 
a pigeon’s egg, but some were as large as a hen’s egg. 
Occasionally there are several smaller tumors ad- 
jacent to the large one. Most lachrymal gland 
tumors are nodular and firm. In a few cases a history 
of early pain has been given. Some patients com- 
plain of transitory diplopia and blurring of vision. 
Ultimately vision may become quite defective as the 
result of astigmatism from the pressure of the 
tumor on the cornea, papillitis, hyperamia of the 
papilla, or optic nerve atrophy. 

A clinical division of the tumors into benign and 
malignant is impossible because they are practically 
all potentially malignant. 

Early and complete removal of the entire mass 
with retention of the eyeball is the indicated treat- 
ment. The method of removal depends upon the 
size of the tumor. In a few cases in which it is large, 
the Kroenlein operation is indicated. No case of 
recurrence after the Kroenlein operation has been 
reported. The removal of quite large tumors can 
be effected readily and with little or no deformity 
through an incision along the orbital edge. 

L. L. McCoy, M.D. 


Strada, F., and Zavalia, A. U.: Malignant Tumors 
of the Lachrymal Sac (Contribucién al estudio de 
los tumores malignos del saco lagrimal). Semana 
méd., 1925, XXX1i, 1100. 


A man of 57 years had noted increasing lach- 
rymation of the left eye for several months. For 
several years he had had chronic nasal catarrh, max- 
illary sinusitis on the left side, and mucous polyps in 
the nasal fossaw. These had been cured by operation, 
but recently the catarrh and nasal polyps had re- 
curred. Shortly before the beginning of the epiphora, 
a hard round swelling appeared in the left lachrymal 
sac and gradually increased in size. Pain then began 
in the left lachrymal region and extended backward, 
involving half of the head and increasing in severity. 

Examination revealed in the lachrymal sac a 
fibrous tumor over which the skin was freely mov- 
able. The neoplasm extended backward and seemed 
to be incorporated with the internal wall of the orbit. 
The lachrymal canal was permeable. The Wasser- 
mann test was negative. 

‘The tumor and lachrymal sac were removed under 
local anesthesia. This was not difficult) as there 
were no adhesions except for a short distance to the 
periosteum of the floor of the orbit. When the perios- 
teum was dissected off, the bone appeared normal. 

Histological examination of the tumor showed it 
to be a carcinoma. ‘The patient was given one roent- 
gen treatment and then went to another town where 
he was given one irradiation with radium but re- 
fused to continue the treatment because of the 
intense pain which followed it. He died of recurrence 
in the maxillary sinus and a metastasis in one kidney 
about a year later. 

Only twenty-five such tumors have been reported 
in the literature. They frequently follow chronic 
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dacryocystitis. There is a pretumoral stage of dacryo- 
cystitis or epiphora, a second period in which the 
tumor is visible, and a third period of generalization 
and cachexia. A differential diagnosis from dacryo- 
cystitis is impossible in the first stage, and the diag- 
nosis is seldom made before the tumor appears. In 
the majority of the cases the condition has been fatal, 
and in the few in which the operation seems to have 
resulted in a cure it is too early to determine whether 
the cure is permanent. ‘The author believes that 
roentgen and radium therapy may be effective. Al- 
though his patient refused to continue the irradiation 
treatment, the tumor did not recur at its original 
site. Auprey G. Morcan, M.D. 


Nutt, A. B.: The Result of Treatment by Artificial 
Light on Phlyctenular and Other Tuberculous 
Lesions of the Eye. Brit. J. Ophth., 1926, x, 138. 

Tuberculosis and rickets have yielded to constant 
exposure to sunlight when other factors such as the 
vitamines have been supplied. In cases of phlyc- 
tenules, which occur most frequently in persons with 
the strumous diathesis, those with poor living con- 
ditions, and those with a faulty diet, treatment with 
the ultraviolet rays has given good results when 
vitamines have been supplied in the form of cod 
liver oil and hypophosphites. The exposure to the 
quartz lamp is at first ten minutes long and then 
gradually extended to an hour. In thirty cases 
which have been under observation for a year the 
results have been gratifying. 

Vircit Wescorr, M.D. 


Adrogué, E.: Dendritic Degeneration of the Cornea 
(Sobre la degeneracién en malla o en reja de la cér- 
nea). Rev. soc. argent. de oftalmol., 1925, i, 33. 

Fuchs classifies dendritic degeneration of the cér- 
nea as a dystrophic process of the cornea due to dis- 
turbance of nutrition. It is differentiated from in- 
flammation by the fact that it has no objective 
signs of inflammation, its course is progressive while 
inflammation, after an acute period, subsides, there 
is no infiltration of leucocytes, and only degenera- 
tive processes, such as fatty degeneration (arcus 
senilis), calcareous degeneration (ribbon-shaped 
keratitis), or hyaline degeneration (Groenouw’s 
keratitis) are found. 

Adrogué reports the case of a man 37 years of age 
who had had attacks of redness of the eye and photo- 
phobia lasting from ten to fifteen days and occurring 
two or three times a year for a period of ten years. 
His chief complaint, however, was a_ progressive 
decrease of vision. Lateral examination with ordi- 
nary illumination showed a diffuse opacity of the 
cornea. The slit lamp revealed a network of white 
lines which were most abundant in the median zone 
between the edge of the cornea and its center. The 
picture of this network was unusually clear. 

In all of the cases seen by the author there were 
recurrent attacks of keratitis characterized by photo- 
phobia which was generally intense; ciliary and con- 
junctival injection, the latter generally not very 
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intense; pain in the ciliary region extending to the 
region supplied by the ophthalmic branch of the tri- 
facial nerve; and frontal and hemicranial headache. 
Instillation of fluorescin showed a loss of epithelium 
in the form characteristic of geographic herpes. ‘These 
lesions and classical herpetic keratitis cannot be con 
fused with any other superficial lesion of the epi 
thelium of the cornea by one who has had experience 
with the slit lamp. ‘The lesion is bilateral. 

The author believes that dendritic keratitis and 
Groenouw’s keratitis are the same condition and 
that they both follow attacks of herpetic keratitis. 

Auprey G. Morcan, M.D. 


Roetth, A.: On the Question of Phaco-Anaphylactic 
Endophthahmitis. - Arch. Ophih., 1920, lv, 103. 


Roetth says that to prove the occurrence of phaco 
anaphylactic endophthalmitis in human pathology 
the following questions must be answered: Can 
animals be sensitized to lens protein by injection 
into the eye? Is the rupture of the capsule in sen 
sitized animals followed by local or general reactions? 
Can ‘“‘own” lens protein of the animal injected into 
the eye or elsewhere cause hypersensitivity? 

Krusius, “Roemer, and Gebb found that intra 
cardiac or intraperitoneal re-injections of small 
quantities of different proteins, including lens pro- 
tein, after primary injections into the vitreous 
caused anaphylactic shock. 

The results of experiments to determine whether 
rupture of the capsule in sensitized animals is fol- 
lowed by a local or general reaction have been contra- 
dictory. Krusius found very slight anaphylactic re- 
actions, while Roemer and Gebb observed no 
general anaphylaxis. De Waele sensitized rabbits 
to lens protein and performed a discission two, three, 
five, eight, or twelve days later. He found that the 
sooner the discission was performed after the injec- 
tion, the stronger the reaction. Verhoeff and Le 
moine reported marked ocular reactions after dis- 
cission in four of seven guinea pigs which were sen- 
sitized with one subcutaneous injection of lens pro- 
tein. 

In experiments to determine whether own lens 
protein of the animal injected in the eye or elsewhere 
can cause hypersensitivity, Uhlenhuth and Handel, 
and later, Mita, succeeded in provoking anaphy- 
lactic shock in guinea pigs which were sensitized to 
their own lens protein. Krusius observed slight ana 
phylactic symptoms in guinea pigs after the intro- 
duction of lens fragments from guinea pigs into their 
anterior chambers or the performance of discission 
first on one eye and later on the other. Roemer and 
Gebb were unable to obtain auto-anaphylaxis in any 
way. Experiments have shown that hypersensi 
tivity to own lens protein can be produced only by 
giving several injections of large doses of homologous 
lens protein. 

A summary of the results of experiments on 
animals with homologous lens protein therefore shows 
that endophthalmitis phaco-anaphylactica is not 
proved. 
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Verhoeti and Lemoine have made intradermal 
tests with lens protein on men. They consider 8 per 
cent of the tests positive. LL. L. McCoy, M.D. 


Koeppe, L.: Limitations of Slit-Lamp Microscopy 
of the Living Eye and the Possibility of Over- 
coming Them. Am. J. Ophiti., 1926, 3 s. ix, 157. 

Koeppe summarizes the limitations of the slit 
lamp as follows: 

The focal distance, as well as the aperture of the 
double or single objective employed in slit-lamp 
microscopy, is limited and cannot be diminished at 
will. 

Slit-lamp microscopy of the living eye is con- 
cerned principally with observation by direct illumi- 
nation. Actual microscopy with complete transil- 
lumination, in accordance with the theory of the 
microscope, cannot be realized. 

The media of the living eye present, optically, 
neither a centered system nor an even partially cor- 
rected system and are subject to the chromatic, 
spherical, and astigmatic aberrations of the various 
orders. Moreover, the living ocular media are not 
homogeneous structures but possess a lattice-space 
structure, 

The physiological oscillation of the living eye 
causes, above a certain degree of total magnification, 
an increasing instability of the observed region 
which, with still higher magnification, makes the 
observation of finer histological details impossible. 

To overcome these limitations the following pro- 
cedures are available: (1) stereomicroscopy of the 
living eye in polarized light of the slit lamp; (2) 
stereo-ultramicroscopy of the living eve with the 
slit lamp; (3) differentiation and interpretation ac- 
cording to the theory of diffraction of the living intra- 
ocular lattice structures resolvable with the Gull- 
strand slit lamp; (4) fluorescent or ultraviolet light 
microscopy of the living eye with the slit lamp; and 
(5) spectroscopy of the living eye with the slit 
lamp. 

Further investigations of the living intra-ocular 
microcosm depend upon the following possibilities: 
(1) spectroscopy of the living eye in polarized light 
of the slit lamp; (2) the ascertaining of the intra- 
ocular pressure by purely optical means without 
mechanically touching the eye with an instrument to 
estimate ocular pressure and thus avoiding annoy- 
ance to the patient and injury to the corneal epi- 
thelium; and (3) roentgen optic microscopy of the 
living ocular tissue as a means of investigating the 
intra-ocular crystallin lattice structures and their 
double influence upon the genuine double refraction 
of the transparent ocular media, especially the 
living cornea. Vircit Wescorr, M.D. 


Icove, M. D.: Intra-Orbital Anesthesia. 
Ophth., 1926, 3 s. ix, 260. 


Am. J. 


Icove states that intra-orbital anesthesia would 
be employed more frequently in ophthalmic surgery 
if the technique were more generally known and the 
safety of the procedure more generally recognized. 


The temporal floor of the orbit contains no im 
portant structures. The nerves to be blocked are 
the long and short ciliary nerves, which are best 
reached just anterior to the ciliary ganglion from 
which the short ciliary nerves arise. The long ciliary 
nerves are branches of the nasociliary nerves. Con 
duction anwsthesia of the cornea, sclera, and iris 
is induced by the perineural injection of the anas- 
thetic. 

Before the operation is begun, time must be al- 
lowed for the absorption of the anesthetic. ‘The 
author has found 4 per cent novocain and adrenalin 
solution most satisfactory. The amount used varies 
with the procedure. A 2-c.cm. syringe with a 22- 
gauge needle 5 cm. long is employed. ‘The needle is 
inserted through the skin at the lower outer border 
of the orbit and passed up and in to avoid the orbital 
floor, between the external and inferior rectus. The 
entire amount of the anawsthetic is injected into the 
eye at once. 

The operation may be performed from one-half 
to one hour later. The latter interval is indicated in 
cases of acute glaucoma. One thousand injections 
have been made of amounts of anesthetic ranging 
from '4 to 4.¢.cm. without toxic effects. A few of the 
patients have experienced nausea as the result of 
nervousness. In the one case in which an intra- 
orbital hemorrhage occurred, the operation was 
postponed five days and then performed without 
intra-orbital anesthesia. Intra-ocular tension is 
increased from 5 to 10 mm. by the increase in the 
volume of the orbital contents. 

The technique for the various operations is as 
follows: Cataract: 14 c.cm. given intra-orbitally, a 
modified Van Lint injection of the lids, several drops 
of cocaine in the cul-de-sac. Glaucoma: In acute 
cases, from 14 to 3 ¢.cm. given intra-orbitally. 
Enucleation: An intra-orbital injection of 3 or 4.¢.cm. 
plus a subconjunctival injection and delay of the 
operation for three quarters of an hour. 

The method is employed also with the use of 
Shahan’s thermophore and for subconjunctival in 
jections of mercury cyanide of mercury sclerotomy, 
evisceration, and the removal of foreign bodies. In 
operations for squint, the pain from traction on the 
muscles is not relieved and there may be a temporary 
paresis of the external and inferior recti which dis- 
turbs the relations. Samuec A. Durr, M.D. 


EAR 


Creed, E., and Negus, V. E.: Investigations Regard- 
ing the Function of Aural Cerumen. J. Laryn- 
gol. & Otol., 1926, xli, 223. 

The authors attempted to determine the function 
of the aural cerumen and to ascertain whether it can 
kill micro-organisms or inhibit their growth. Their 
observations indicate that, in man, it is of impor 
tance only to prevent the entrance of dust, insects, 
etc., to the deep meatus. Not only is it not bacteri 
cidal, but it may serve as a medium in which bac 
teria thrive. GrorceE R. McAuttrr, M.D. 
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Cohen, S., and Nussbaum, D.: A New Method for 
Testing Hearing. Arch. Ololaryngol., 1926, iii, 242. 

It is generally accepted that the lateralization of 
the tuning fork sound from the median line of the 
patient’s skull is due to the difficulty encountered 
by the sound in its escape to the outside by way of an 
auditory canal obstructed by cerumen, furuncles, 
exostoses, etc. or through a pathologically changed 
middle ear and drum membrane. Cohen and Nuss- 
baum do not accept this theory. They believe, with 
many others, that the lateralization is due to an in- 
crease in the mass proper of the skull on that par- 
ticular side which renders difficult the penetration of 
the sounds into the ear, the acoustic nerve of the 
affected side therefore perceiving more of the sound 
within the head than its associate on the opposite 
side of the skull. 

The authors conclude that the findings of tuning 
fork tests depend on the information obtained from 
the patient, it being impossible to control or to con- 
tradict his statements as in tests of vision or the sense 
of smell. 

To arrive at a correct diagnosis it is necessary to 
take into consideration the cause, course, and prog- 
ress of the disease in addition to the findings of 
instrumental and vocal hearing tests. For this reason 
many investigators have searched for an improved 
method based on a more scientific foundation and 
for a more simplified clinical technique. 

According to the authors, a new test by Gold- 
berger and Schoen of Vienna, called ‘skull phon- 
endoscopy,” is a step forward in this direction. This 
test is based on the resonating properties of the bone 
and the cavities (sinuses) of the head. While it is 
not new in the otological field, it was never given 
any consideration in either normal or pathological 
cases. 

The new test is described in more or less detail and 
hypothetical cases are cited. From the standpoint of 
differential diagnosis, the following quotation is of 
interest: ‘If the patient has an impaired perception, 
it could be due to either middle or inner ear diseases 
or to mete obstruction by a foreign body. Charac- 
teristic for middle ear troubles is increased resonance 
and similarity between the statements of both the 
patient and the examiner. Diagonal resonance is to 
the same side (mostly). In inner ear affections the 
patient’s perception is impaired; he will hear less 
than the examiner. Perception apparently is longer 
than resonance. All these differential tests are made 
with the fork on the patient’s skull.” 

It is said that this new method of testing the hear- 
ing is much more rapid than the older methods. It 
controls the subjective findings of the patient with 
the objective findings of the examiner. Therefore 
abnormalities in the hearing may be quickly diag- 
nosed. 

In conclusion the authors say: 

“This procedure places the hearing tests on a nu- 
merative basis, so that the patient or his physician 
can be told the exact amount of his hearing in a per- 
centage formula. 
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‘“We know exactly the specific value of every 
point of contact between fork and bone in reference 
to resonance, and we always use the same spot during 
the entire procedure, thus avoiding the faulty con- 
clusions of the ordinary way of testing. 

“Tt does away with the impossible task of always 
striking the fork with the same force. Since we use 
the same fork, we found that the time required for 
the complete fading of its vibrations is always the 
same, no matter how you strike it.” 

A. R. HoLtenper, M.D, 


Tawse, H. B.: Three Cases of Suppuration in the 
Mastoid Cells with an Intact Tympanic Mem- 
brane. J. Laryngol. & Olol., 1926, xli, 231. 


In the author’s first case of mastoid-cell suppura- 
tion with an intact tympanum the condition followed 
a cold, and in the second, tonsillitis. In both of these 
cases the streptococcus mucosus was found in the 
mastoid. In the third case the cause was influenza 
and the bacillus influenza was found in the mastoid. 
In all of the cases the hearing returned to normal. 
As the drumhead was intact, its appearance gave no 
indication of the seriousness of the condition. 

Georce R. McAuttrr, M.D. 


NOSE AND SINUSES 


Ruskin, S. L.: Puncture of the Maxillary Sinus. 
ol Se 1926, Xxxvi, I19. 

Mithoefer, W.: Hyperplastic Maxillary Sinusitis. 
Laryngoscope, 1926, xxxvi, 137. 


RUSKIN states that while puncture of the maxil- 
lary sinus is a most important aid in the diagnosis 
and treatment of maxillary sinusitis, it is frequently 
avoided because of the difficulties and complica- 
tions incident to the usual technique. In order to 
proceed properly, a thorough knowledge of the 
anatomy of the maxillary sinus and lateral wall of 
the nose is essential. Ruskin describes the anatomy 
in some detail and illustrates his description by 
photographs and schematic drawings. 

Attention is directed to the antrum mucosa which 
is thin and loosely connected with the bone by a thin 
submucosa. ‘‘ Dilated veins, when they occur, are 
most usually found on the roof of the antrum or on 
the medial wall. This point is not sufficiently con- 
sidered in puncture of the antrum. If a heavy blunt 
trocar is forced through the bone of the inferior 
meatus, it can lift the mucosa off the antrum wall 
instead of piercing it. The fluid or air is then in 
jected into the submucosa, causing the complica- 
tions reported incident to this procedure.” 

Puncture through the inferior meatus is preferred. 

Ruskin calls attention to a special antrum needle 
which he described in the Laryngoscope for February, 
1924, together with a technique for its use. This 
needle was constructed to counteract the dangers 
and difficulties of antrum puncture and in a series of 
several hundred antrum punctures was found safe 
and easy to use. It may be employed also for bac- 
teriological study of the antrum contents. 





In conclusion, Ruskin emphasizes the importance 
of the rdle played by maxillary sinusitis in the pro- 
duction of nasal obstruction, chronic laryngitis, and 
bronchitis in children. 

MIrHOEFER cites the fact that while it has been 
known for many years that nasal polypi are an ex- 
tension of a primary disease in the antrum, hyper- 
plasia of the antrum without extension of polypi 
into the nose has not been recognized very often. 
He describes a form of hyperplastic disease of the 
antrum in which there are few if any pathological 
changes in the nasal mucosa, namely, primary hy- 
perplastic maxillary sinusitis. 

Hyperplastic maxillary sinusitis is of the following 
four types: 

Antrum hyperplasia with extension of polypi into 
the nose, combined with suppuration. 

Antrum hyperplasia with extension of numerous 
polypi or a solitary polyp into the nose, but without 
a purulent discharge. 

Hyperplasia of the antrum without extension of 
polypi into the nose and with or without mild patho- 
logical changes in the nasal mucous membrane and 
the other sinuses (primary hyperplastic maxillary 
sinusitis). 

Hyperplasia of the recesses of the antrum only 
(recess hyperplasia). 

Following a discussion of the pathology and symp- 
toms, the author draws the following conclusions: 

t. Maxillary sinus hyperplasia was always found 
when an extensive nasal polyposis was present. 

2. Hyperplasia of the antrum may be present 
many years without causing symptoms referable to 
the antrum. 

3. The failure of the removal of pathological 
changes in the nose to give relief should direct at- 
tention to the antrum. 

4. Hyperplastic ethmoiditis of a mild type may be 
associated with gross hyperplastic changes in the 
maxillary sinuses. 

5. The roentgenogram will be found of aid in 
arriving at a conclusion as to the advisabilitv of ex- 
ploring the antrum 

6. Anexploratory opening is often the only means 
of determining the presence or absence of hyper- 
plastic changes within the cavity of the antrum. 

7. Hyperplastic changes in the antrum are present 
more often than has been hitherto suspected. 

8. If the possibility of antrum hyperplasia were 
always borne in mind and the cavity investigated 
before the performance of an intranasal sinus opera- 
tion, the results of intranasal sinus surgery would 
be more satisfactory. A. R. Hottenper, M.D. 


Klestadt, W., and Martenstein, H.: Combined 
Operative and Irradiation Treatment of Cancer 
of the Nose and Accessory Sinuses (Die kombi- 
nierte, operative und radiologische Behandlung der 
Nasen-Nebenhoehlenkrebse). Beitr. s. klin. Chir., 
1925, CXXxxili, 626. 


The authors report upon fifty-eight cases of malig- 
nancy of the nose and accessory sinuses seen during a 
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period of fifteen years. Most of the patients were 
between 50 and 60 years of age. In forty-nine cases 
the neoplasm was a carcinoma and in nine a sarcoma. 
More than half of the patients complained of coryza 
with nasal obstruction. In 36.2 per cent, polyps were 
found. Nasal polyps and internal nasal cancers both 
follow chronic irritation of the nasal mucosa. The 
antrum of Highmore and the anterior portion of the 
ethmoid bone always contain pus. 

The treatment requires: (1) radical removal of the 
growth; (2) simultaneous radical operation on all 
the diseased accessory sinuses; (3) irradiation. In- 
ternal cancer occurs most frequently in the upper 
part of the nose. Therefore the best incision for ex- 
posure of the operative area is the Weber incision for 
resection of the maxilla, which is carried upward 
along the supra-orbital margin along the lines of the 
Killian incision. The facial wall of the antrum of 
Highmore, the lateral wall of the nose with the aper- 
ture, the anterior wall of the sphenoidal sinus, the 
orbital wall of the frontal sinus, and the mucosa of 
all the accessory sinuses are removed and the tumor 
masses curetted with a sharp curette. Of the hard 
palate, which is essential for nutrition and speech, no 
more is removed than is absolutely necessary. The 
dura and the structures of the pterygopalatine fossa 
are critical sites. The suture of the wound is confined 
to the eyebrow, the ala nasi, and the vestibule of the 
mouth, in order to leave a portal of entry for the 
subsequent irradiation. 

Of the fifty-eight cases, thirty-eight were subjected 
to irradiation treatment consisting of roentgen or 
radium irradiation alone and in combination. Sixty- 
four operations were done on these fifty-eight pa- 
tients with a total mortality of 7.8 per cent. ‘The 
dangers of the operation, anwsthesia, haemorrhage, 
and meningitis may be decreased by conduction 
anwsthesia of the second branch of the trigeminal 
nerve and the ethmoidal nerve, injections around 
the blood vessels to secure anemia, and good drain- 
age of the wound secretions. 

Four of the patients may be considered as cured 
after freedom from recurrence for five years. One 
patient had a local recurrence after three and one- 
half years, and another after five and one-half years. 
The majority (53.5 per cent) showed a recurrence 
within the first year. Metastases are not often ob- 
served, but when they occur they are found most 
frequently in the bones. ‘The advisability of remov- 
ing the lymph nodes is difficult to decide because of 
the rarity of metastases and the fact that recurrences 
are usually local. Since the glands serve as the recipi 
ents for the cancer cells mobilized during the opera 
tion, it seems wise to operate on them only after a 
few days. 

With regard to irradiation treatment it is still un- 
decided whether the administration of relatively 
small doses at intervals of several weeks over a long 
period of time or intensive irradiation is best. How- 
ever, the failures of intensive irradiation according 
to the method of Wintz and the occasional serious 
roentgen injuries resulting from this method justify 
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irradiation in fractional doses. ‘The authors have ob- 
tained the best results with doses of one-third to two- 
thirds of the skin unit dose given with the use of a 
filter of 3 or 4mm. of aluminum. GrtressMANn (Z.) 


Quick, D.: The Use of Radium and the X-Raysin the 
Treatment of Malignant Diseases of the Para- 
nasal Sinuses. Surg., Gynec. & Obst., 1926, xlii, 462. 


The proper application of radium and the X-rays 
in the treatment of malignant diseases requires an 
accurate knowledge of the histological structure of 
the tumor, its size and shape, its relation to adjacent 
structures, and the presence or absence of in- 
fection. 

The peculiar anatomy of the paranasal sinuses, 
which favors inflammatory processes, is an impor- 
tant factor in the causation of malignant growths in 
these structures. Inflammatory processes alter the 
normal type of tumor growth and influence unfavor- 
ably the protective cellular reactions in the surround- 
ing normal tissues. 

Quick believes that the complex embryology of 
the parts under discussion affords an opportunity for 
tumors to originate from numerous developmental 
anomalies, this explaining the wide range of tumor 
types found. 

The most common malignant growth occurring 
in the sinuses is carcinoma of the maxillary antrum. 
Squamous-cell carcinoma usually represents a second- 
ary invasion of the antrum, but may arise there 
primarily from lining membrane cells altered or flat- 
tened by a previous inflammatory process. 

Certain basal-cell tumors, round-cell carcinomata 
of atypical structure, and sarcomata of various types 
also occur at different points in the paranasal sinuses. 
As a rule, such involvement is only a part of a more 
generalized disease. 

When the cases are seen by the surgeon, the con- 
dition is almost invariably far advanced, having been 
considered inflammatory too long. Biopsy or earlier 
surgical exploration of the sinuses would result in the 
saving of many lives. 

Radium and the X-rays have proved of value in 
the treatment of malignant tumors of the paranasal 
sinuses. In the experience of Quick, a combination 
of surgery and irradiation with radium and the X- 
rays gives the best results. The physical agents are 
depended upon to deal with the new growth directly, 
and surgery is used to provide access and drain- 
age. 

Treatment with the X-rays alone is not suflicient 
to control the growth in the paranasal sinuses except, 
perhaps, in cases of such unstable tumors as lym- 
phosarcomata. The X-rays are employed for ex- 
ternal radiation. For direct application to or into 
the growth, radium is the agent of choice. The 
method depends upon the requirements of the par- 
ticular case, but the irradiation must be applied 
accurately and uniformly throughout the tumor and 
in sufficient amount to produce a maximal reaction 
compatible with viability of the surrounding normal 
tissues. 
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For several years Quick and his associates have 
employed bare tubes of radium emanation very 
extensively. During the past year, they have found 
it possible to prepare gold emanation tubes scarcely 
larger than the bare tubes or glass emanation tubes. 
These have all the advantages of bare tubes minus 
the beta radiation. By means of them it is possible 
to bury filtered radium emanation, obtain a prolonged 
intense gamma radiation, and avoid the severe in- 
flammatory reaction which always follows the use 
of the beta rays. 

The technique of applying the tubes is described. 
The internal applications are almost always supple- 
mented by external doses of the X-rays or filtered 
radium, or both. 

With regard to the choice of method in removing 
the irradiated tumor tissue, Quick states that the 
use of the scalpel and curette is bloody and necessi 
tates too much manipulation of the tissues. The 
old-fashioned cautery and_ soldering irons are 
clumsy and produce too must heat. Coagulation of 
the entire area by means of the high-frequency 
cautery, and removal with a curette or the high 
frequency cutting needle gives the desired result with 
minimal trauma. 

Metastatic cervical nodes secondary to the various 
types of carcinoma encountered in the paranasal 
sinuses are treated in the same manner as meta- 
static nodes secondary to intra-oral carcinoma; that 
is, by a combination of the X-rays, radium, and 
surgery. 

Of 100 cases seen between 1916 and the present 
time, all but twenty-eight were too far advanced for 
any treatment except palliative measures. In seven 
of the twenty-eight operable cases the eye was re 
moved and the antrum cleaned out from below. Of 
the total group of patients, fifty-six are known to be 
dead; twenty-two cannot be traced and are assumed 
to be dead; seven were treated too recently for the 
results to be known; and fifteen present no clinical 
evidence of any malignant disease processes after 
from nine months to eight years. 

A. R. Ho_tenper, M.D. 


MOUTH 


Brockbank, E. M.: Dental Sepsis and Septicaemia. 
Brit. M.J., 1926, i, 562. 

Illness secondary to focal dental infection may 
arise from root abscesses, from absorption of the 
alveolar process of the jaws with pyorrhora, and 
from tartar. In general there are two types of affec- 
tions caused by dental sepsis —-apyrexial conditions, 
such as myositis, fibrositis, neuritis, arthritis, phlebi 
tis, anaemia, and myasthenia cordis, and pyrexial 
affections such as acute throat inflammations, arth- 
ritis, bronchopneumonia, and septicamic condi 
tions. 

The author believes that in cases of obscure de 
bilitating diseases an X-ray examination of the 
teeth should be made and all diseased teeth should 
be extracted. Grorce R. McAutirr, M.D. 
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Quick, D.: The Treatment of Carcinoma of the 
Tongue. Brit. J. Radiol., 1926, xxxi, 81. 

Epidermoid carcinoma of the tongue is one of the 
most difficult types of malignant disease to treat 
because of the muscularity of the tongue, its rich 
blood and lymph supply, and its mobility, the age 
of the patient, and the presence of mixed oral infec 
tion. 

As surgery has not been particularly encouraging, 
even when an almost perfect technique has been 
used, radium and the X-rays have been employed in 
the hope of improving the results. 

For the primary lesion, the author recommends 
preliminary external radiation with the X-rays on 
radium packs to inhibit the growth of the lesion and 
prevent the implantation of tumor cells in normal 
tissue. 

Strict regard should be paid to oral hygiene. 
(Quick introduces into the lesion bare tubes 3 by 0.3 
mm. in size and containing 1 me. which give 132 
me.-hrs. of radium energy in about a fortnight. To 
prevent the irritative and painful destructive effects 
of the beta radiation, he now employs gold capillary 
tubes. The tubes produce a painful reaction for from 
four to eight weeks, but their use is justified by the 
end-results. 

If the patient is unable to withstand the radical 
treatment described, milder forms of radiation are 
combined with surgery. Only one cycle is given. If 
this proves insufficient, the prognosis is decidedly 
unfavorable. If an extensive slough seems imminent, 
the external carotid artery is ligated with the lingual 
and facial arteries under local anzsthesia. 

Operative measures are advocated also for cancer 
developing on syphilitic glossitis. 

In the treatment of cervical lymph nodes the 
author prefers intensive preliminary radiation fol- 
lowed by surgery. He subjects every case immedi- 
ately to heavy external radiation over both sides of 
the neck, preferably with radium, or, if this is 
economically impossible, with the X-ray. If no 
evidence of invasion is noted, a second radiation is 
given as soon as the skin will stand it. As the X-rays 
act especially on connective tissue and radium acts 
especially on capillary blood vessels, the combina- 
tion of the two produces a more uniform and general 
ized reaction than either alone. When a node is firm 
but movable, a radium pack is added, a complete 
unilateral surgical dissection is done, and bare tubes 
are buried especially where lymph channels have 
been severed. If the node is fixed, surgical dissection 
is rarely done as the capsule has been perforated. 
Under such circumstances it is wiser to use external 
radiation alone or to follow with surgical exposure 
and direct implantation of bare tubes. 

Of 414 patients treated by the author, slightly 
over 20 per cent were rendered clinically free from 
the disease and a considerable number were relieved 
even though their lives were not saved. In these 
cases, which were unselected, the percentage of 
clinical cures was approximately the same as that 
obtained by surgery in selected cases. Quick regards 


the X-rays and radium as valuable additions to 
surgery rather than as substitutes for it. 
Georce R. McAunirr, M.D. 
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Jura, V.: Hemorrhagic Cysts of the Neck (Cisti 
ematica del collo). Policlin., Rome, 1925, xxxii, sez. 
chir., 501. 


Jura reports the case of a 20-year-old woman who, 
thirteen days after her first delivery about two years 
and a half ago, noticed a swelling about the size of a 
walnut in the lower part of the left lateral cervical 
region near the supraclavicular fossa. ‘This growth 
was soft and elastic and covered with normal skin. 
It did not pulsate. It increased slowly and progress- 
ively in size, but did not cause any pain or other 
symptoms. By the end of a year it had reached the 
size of a small egg. It was then punctured twice, 
about a liter of dark blood being evacuated. Two 
months later the swelling had regained its former 
size. 

During the patient’s second pregnancy the tumor 
did not change much in size, but after delivery it 
grew again and there was a pulling pain in the left 
shoulder on use of the arm. Under novocain anes- 
thesia, an incision was made parallel with the pos- 
terior border of the sternocleidomastoid. The cyst, 
which lay between this muscle and the trapezius, 
was easily isolated and removed. It was not connect- 
ed with the internal jugular. The transversalis colli 
artery, which was attached to its posterior surface, 
was sectioned. 

Histological examination of the cyst wall showed 
that it had the structure of a vein wall which had 
been changed by endophlebitis causing considerable 
thickening of the intima. The cyst was evidently a 
hemorrhagic cyst due to phlebectasia of the trans- 
versalis colli. Jura suggests that the weakness of the 
vein appearing subsequent to the pregnancy may 
have been congenital. 

Hemorrhagic cysts of the neck are generally lo- 
cated in the lateral cervical, supraclavicular, carotid, 
submaxillary, or subhyoid region, between the me- 
dian and deep cervical aponeuroses. They never show 
true expansive pulsation, but if they are connected 
with an artery, pulsation may be transmitted to 
them. 

They very rarely cause pain. They are differen- 
tiated from solid tumors by their consistency, from 
aneurism by their lack of pulsation, from cavernous 
angioma by their lack of erectility, and from soft 
tumors and other forms of cysts by the findings of 
exploratory puncture. 

The treatment is radical removal of the cyst after 
ligation of the vessel on which it is implanted. In 
some cases it may be necessary to remove a section 
of the vein. Adhesions may be present, but often a 
plane of cleavage may be found. Methods of bring- 
ing about coagulation by chemical agents are dan- 
gerous as they may cause embolism. 

Aubrey G. Morcan, M.D. 
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Harburger, A.: An Anatomical, Clinical, and Roent- 
genological Study of the Normal and Abnor- 
mal Hyoid Apparatus in Man (Etude anato- 
mique, clinique et radiologique de l'appareil hyoidien 
normal et anormal chez Vhomme). Arch. internat. de 
laryngol., 1925, XXXi, 933, 1047. 

The hyoid apparatus is formed by fusion of the 
second and third branchial arches and consists of a 
ligament stretched between two bone processes. In 
the newborn infant it is made up of a short styloid 
process still containing in its axis a remnant of 
Reichert’s cartilage, the stylohyoid ligament two 
or three times the length of the process, which does 
not have any cartilaginous inclusion, and the lesser 
cornua of the hyoid bone. 

The abnormal form consists of a chain of two, 
three, or four bones connected by short ligaments or 
bony articulations. This form is more common than 
is generally supposed. 

The piece on which the styloid muscles are in- 
serted should be called the ‘‘stylohyal segment,” 
whatever the length and mobility of the piece which 
articulates with the temporal bone. ‘The insertion 
of the stylomaxillary ligament is less constant. 

The anomalous hyoid structure was formerly 
found chiefly in old subjects because it was dis- 
covered by chance at autopsy, but clinical and roent- 
genological examinations reveal it in young persons. 
The long styloid process without a trace of articula- 
tion, which is sometimes found in old persons, is 
different from the hyoid apparatus with segments 
differentiated and articulated. The anomaly is 
unilateral in the majority of cases, and when it is 
bilateral is rarely symmetrical. It is best explained 
by heteromorphosis alone or in combination with 
arrest of development. 

As a rule the anomalous hyoid apparatus remains 
clinically latent. When it does become manifest, the 
chief symptom is painful dysphagia. In the diag 
nosis, palpation of the pharynx is indispensable and 
should always be practiced before any operation is 
performed on the tonsils. Roentgen examination is 
also necessary as it is the only method of discovering 
the condition when it is latent. The picture should be 
taken in profile with the head extended and the ray 
centered on the angle of the jaw. One picture should 
be taken on the right side and another on the left. 
The most frequent error in diagnosis is confusion of 
the condition with a cartilaginous nodule or a cal 
culus in the tonsil, but in the latter case the hard tis 
sue is found within instead of outside the tonsil and 
is movable with, and enucleated with, the tonsil. 

Resection of the styloid process always brings 
about recovery. In spite of the septic condition of 
the mouth and the great susceptibility of the peri 
pharyngeal tissue, the natural route seems to be 
best for the operation. Auprey G. MorGan, M.D. 


Arneill, J. R.: The Great Importance of the Thy- 
roid in Relation to Certain Varieties of Heart 
Disease. Colorado Med., 1926, xxiii, 111. 

Arneill emphasizes the importance of early diag- 
nosis and treatment of thyroid disease to prevent 
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the serious cardiovascular complications resulting 
from abnormal thyroid activity. Every examination 
should include a careful inspection and palpation of 
the neck and, when possible, this should be supple 
mented by a fluoroscopic examination of the chest to 
determine the presence or absence of a substernal 
thyroid. 

In this discussion the author deals chiefly with 
adenomata. He states that in a certain percentage 
of cases there is a definite association between colloid 
goiter, i.e., simple goiter, and the subsequent devel- 
opment of adenomata of the thyroid. There are no 
innocent adenomata; sooner or later such tumors be- 
come toxic, and if they are not properly treated 
surgically, serious cardioyascular and nervous dis- 
eases result. 

The importance of small adenomata of the thyroid 
as causes of serious cardiovascular disease is empha- 
sized. These tumors are often so small that they 
escape the attention of the examiner, while the 
cardiovascular symptoms are so overpowering that 
the treatment is directed toward a failing heart, the 
true cause being overlooked. In the treatment, 
operative interference is the method of choice. If the 
patient refuses operation or is an extremely poor 
risk, the X-rays or radium should be used. 

Artuur L. Sarerrcer, M.D. 


Castex, R., and Schteingart, M.: Cholesterinzmia 
and Calcemia in Thyroid Conditions: Their 
Relation to the Basal Metabolism (La colester- 
inemia y la calcemia en los estados tircideos; sus 
relacions con el metabolismo basal). Arch. argent. de 
enferm. d. apar. digest., 1925, 1, 221. 


The authors report their study of the relation be 
tween thyroid function and the metabolism of 
cholesterin and calcium as shown by the content of 
cholesterin and calcium in the blood in cases in which 
a diagnosis of hypothyroidism or hyperthyroidism 
was made on the basis of the basal metabolism. 

The findings of these investigations demonstrate 
that the internal secretion of the thyroid does not 
influence the cholesterin content of the blood in the 
slightest. The authors therefore conclude that the 
hypocholesterinemia and hypercholesterinaemia ob 
served in patients with thyroid disturbances depend, 
not upon the thyroid condition, but upon some other 
condition, possibly the influence of the thyroid on 
the adrenals. 

As the calcium content of the blood also was found 
to be uninfluenced by thyroid dysfunction, the 
authors conclude that the changes in the quantity 
of calcium in the blood in thyroid disease may de 
pend upon some factor related to the vagosympa 
thetic system. Joun W. Brennan, M.D. 


Simpson, W. M.: Three Cases of Thyroid Metas- 
tasis to Bones; With a Discussion as to the Ex- 
istence of the So-called ‘‘Benign Metastasizing 
Goiter.”” Surg., Gynec. & Obst., 1926, xiii, 489. 


From a study of case reports Simpson concludes 
that the observation of supposed metastases of nor- 
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mal thyroid tissue made by Cohnheim and by Morris 
have been widely quoted and have influenced many 
others to report similar cases. Cohnheim’s report 
of a case of simple colloid goiter with metastasis 
contains abundant evidence of primary carcinoma 
of the thyroid gland. In the case reported by Morris 
there was no histological or other examination of 
the thyroid gland. 

In most of the collected cases the diagnosis of 
benign metastasizing goiter was based upon the 
clinically benign appearance of the goiter and the 
benign microscopic appearance of extirpated metas- 
Lases. 

Metastases of thyroid carcinomata vary greatly in 
their microscopic appearance and may assume the 
structure of normal thyroid tissue, -benign thyroid 
adenomata, or simple colloid goiter. Such secondary 
growths may function in the same manner as normal 
thyroid tissue. 

A microscopic examination of the thyroid gland 
was made in only twenty-nine of seventy-seven 
similar cases collected from the literature and in 
many of the reports areas of undoubted carcinoma 
were described. Autopsy was done in only 33 per 
cent of the reported cases. 

The belief of some surgeons that these distant 
metastases represent aberrant thyroid tissue has no 
basis in fact. 

The metastases in cases of so-called benign metas- 
lasizing goiters show the same striking predilection 
for bone that characterizes secondary growths of 
thyroid origin which show a frank carcinomatous 
structure. The vertebral bodies and the cranial 
bones are most frequently involved. Pathological 
fractures of the humerus and femur are common. 
The osseous metastases frequently show fluctuations 
in size during menstruation and pregnancy. Pulsation 
is a common finding. 

Most of the thyroid metastases to bone were diag- 
nosed clinically and roentgenographically as primary 
sarcomata. Metastatic new growth of thyroid, 
prostate, breast, adrenal, or renal origin should be 
considered in cases of skeletal new-growth, 

The reports of most cases of ‘benign metastasiz- 
ing goiter’? were published soon after the discovery 
of the metastases with a benign microscopic appear 
ance and before the outcome of the condition was 
known. 

Two cases from the University of Michigan hos- 
pital showed osseous metastases of microscopically 
benign tissue associated with clinically negative 
goiters. One was reported soon after operation as an 
instance of metastasis of normal fetal thyroid tissue. 
Both patients subsequently showed clinical evidence 
of undoubted carcinoma of the thyroid gland and 
died after eighteen months and two years respec- 
tively. 

Many cases are recorded in which the micro- 
scopical examination of tissue from the metastasis 
revealed normal thyroid structure while histological 
study of tissue from the thyroid gland showed un- 
doubted areas of carcinoma. 


Abundant evidence indicates that there is no such 
entity as ‘benign metastasizing goiter.” The use 
of the term should therefore be abandoned. 

James C. Brasweii, M.D. 


Blum, F. Studies on the Parathyroid Glands: Their 
Secretion, Their Importance for the Organism, 
and the Possibility of Substituting for Them 
(Studien ueber die Epithelkoerperchen: ihr Sekret, 
ihre Bedeutung fuer den Organismus, die Moeglich- 
keit ihres Ersatzes). 1925: Jena, Fischer. 

This monograph is the report of a series of in- 
vestigations made on several hundreds of animals 
during a period of more than ten years. 

The parathyroid glands secrete a hormone in 
ternally which becomes activated into the complete 
hormone only outside the gland and then circulates 
in the blood plasma. The blood cells are free from 
hormones. During lactation the parathyroid hormone 
passes into the milk. 

Through their hormone the parathyroid glands 
exert a definite influence on a large number of organs, 
acting as a protective mechanism against a con- 
stantly threatening auto-intoxication. When their 
protective influence over the central nervous system 
is deficient, tetany and occasionally hallucinations 
occur. In the bone and tooth structures, parathy- 
roid deficiency is evidenced by retardation of growth 
and malformations; in the blood, by a marked de- 
crease in the calcium content of the serum; and in 
the external eye, by inflammatory and trophic de- 
generative disturbances. When the kidney is in- 
sufficiently protected there is an increase in the resid- 
ual nitrogen. The parathyroid hormone protects 
also the haematopoietic apparatus, the thyroid gland, 
and other organs. 

All of the organs so protected are injured when the 
integrity of the parathyroid glands is destroyed, but 
if the body continues to be supplied by the hormone 
from a remnant of the parathyroid glands or by 
protective feeding (milk or blood), repletion occurs 
in the endangered organs according to their power 
to attract the protective bodies, a power which de- 
pends upon their susceptibility to intoxication. 

In mature animals, reserve substitution products 
are mobilized in the body when the parathyroid 
hormone is decreased, but in immature animals 
this does not occur. In the young, therefore, any de- 
crease in the function of the parathyroid glands 
causes marked weakening. During nursing, the 
mother provides the supply of hormone for the child 
from the protective substances in her milk. 

These findings provide a new point of view with 
regard to the nature and treatment of certain dis- 
eases. STAHL (Z). 


Iglauer, S.: The Treatment of Chronic Laryngo- 
trachael Stenosis. Ohio Slate M.J., 1926, xxii, 218. 


Iglauer is of the opinion that stenosis of the larynx 
is usually secondary to ulcerative processes within 
the larynx. In adults, paralysis of the recurrent 
laryngeal nerves and ankylosis of the arytenoid 
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cartilages are other causes. The nature and extent of 
the stenosed area can be determined by direct and 
X-ray examination. 

As chronic cannula carriers are more comfortable 
if they wear a valvular speaking cannula, Iglauer has 
made a cannula that opens on inspiration and closes 
on expiration. Obstructive lesions should be removed 
and prolonged treatment with metal or rubber dila- 
tors should be given. The prognosis for ultimate 
functional recovery is favorable. 

James C. Braswett, M.D. 


Ferreri, G.: Cancer of the Larynx in Woman (Le 
cancer du larynx chez la femme). Arch. internat. de 
laryngol., 1925, XXxi, 897. 

Cancer of the larynx occurs about six times as 
often in men as in women. Formerly many brilliant 
results from operation were reported because an er- 
roneous diagnosis of cancer was made in cases of 
syphilitic gummata, tuberculous vegetations, pachy- 
dermia of the larynx, and benign new growths. 
The difference in the incidence of cancer in the Jarynx 
in the two sexes disproves the theories of con- 
tagiousness and heredity of malignant tumors. 
There is nothing but hypothesis to explain it. As the 
majority of laryngeal cancers occur in syphilitics, 
the most probable theory is that syphilitic lesions in 
men are exposed to irritation by alcohol, smoke, 
misuse of the voice, dust, and irritating vapors more 
frequently than those in women. 

The age incidence of laryngeal cancer is about the 
same in men and women. Forty-five per cent of the 
subjects are between 50 and 60 years of age and 23.4 
per cent between 40 and 50 years, but the condition 
has been found as early as the twentieth year. 

The diagnosis should always be made by examina- 
tion of a piece excised from the tumor since roentgen 
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treatment seems to have no effect on spinocellular 
cancer but is effective on the basal-cell form. Most 
of the cancers of the larynx observed in women are 
extrinsic rather than intrinsic. 

In intrinsic cancer, laryngofissure is the method 
of choice, but if the epithelioma has passed beyond 
the vocal cord and affected the arytenoid cartilages 
or the crico-arytenoid articulation or has crossed the 
anterior commissure and invaded the other side, 
total extirpation of the larynx is indicated. The au- 
thor disapproves of hemilaryngectomy because it 
is associated with the danger of local recurrence and 
leaves the tissues in a condition of permanent irrita- 
tion due to the presence of a fistula. 

In extrinsic cancer the treatment of choice is 
radium irradiation preceded by tracheotomy to 
prevent suffocation. The radium should be applied 
directly to the lesion by the natural route if possible 
or through an operative fistula (hyothyrotomy). 
The author cites Sargnon’s case of retro-crico- 
arytenoid spinocellular epithelioma in a woman of 
72 years of age. Fifty milligrams of radium were 
applied in a rubber container for six hours, and then, 
after tracheotomy, thyrotomy and section of the 
epiglottis were performed. The patient was alive two 
years after the operation. 

He reports also three cases of his own. One of his 
patients died of an inoperable cancer of the larynx, 
and one recovered after total laryngectomy. The 
third recovered after tracheotomy followed by radi- 
um treatment but has been treated too recently for 
the final results to be known. 

Ferreri regards roentgen treatment as more dan- 
gerous than radium treatment because it breaks 
down the tissues. The absorption of toxins from dis- 
integrated tissue is more harmful to women than to 
men. Auprey G. Morcan, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Harris, W., and Newcomb, W. D.: A Case of Pontine 
Glioma, with Special Reference to the Paths of 
Gustatory Sensation. Proc. Roy. Soc. Med., Lond. 
1926, xix. Sect. Neurol., 1. 

‘The patient whose case is reported was a 14-year- 
old boy whom Harris considered, from the point of 
view of intellectual ability, an excellent subject for 
careful gustatory examinations. At the time of his 
admission to the hospital he presented a typical 
pontine syndrome with paralysis of the body and 
extremities on the right side and of the face on the 
left side. The clinical picture suggested that the 
lesion was very extensive, there being complete right 
hemi-anwsthesia, hypoglossal paralysis, right fifth 
nerve anwsthesia but no paralysis of the motor 
branch of this nerve, and partial fifth nerve hypzs- 
thesia to light touch on the left side. 

The patient died about two months after his ad- 
mission to the hospital, following a continuously 
downward course. 

Pathologically examination made by Newcomb 
revealed a tumor growth extending in the left side 
from the pons to the red nucleus and down to the 
lower border of the olive, with a slight extension 
across the midline. 

The authors were interested especially in the dis- 
turbance of taste which was complete both in the 
front and back of the tongue on the right side, but on 
the left side was apparent only on the front of the 
tongue. 

In Harris’ opinion, this gustatory disturbance is 
explained by Nageotte’s theory that the gustatory 
nucleus receives fibers from the fifth nerve and pars 
intermedia as well as the glossopharyngeal, and by 
the hypothesis that the function of the fifth nerve 
in the phenomenon of taste is the maintenance of 
common sensation while the nerve of Wrisberg 
functions in a more specific capacity, the two to 
gether combining to produce the sensation of taste. 

Leo M. Davivorr, M.D. 


‘Timme, W., The Glandular Treatment of Pituitary 
Tumors and Hyperplasias. Allantic M. J., 1920, 


XXIX, 427. 
Grant, F. C.: The Results in X-Ray ‘Treatment of 
Early Pituitary Lesions. Alluntic M. J., 1926, 


XXiX, 430. 
Frazier, C. H.: The Surgical Management of Pitui- 
tary Lesions. Allantic M.J., 1926, xxix, 435. 
‘TIMME distinguishes between simple hyperplasias 
of the pituitary and true pituitary neoplasms, which 
he believes can be done by studying the history of 
the case. For the former, he advises whole gland 
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treatment given in combination with hypodermic 
injections of pituitrin, other glandular extracts, 
iodides, etc., depending upon the case. 

GRANT advocates the use of the X-rays and radium 
in cases of primary tumors of the pituitary gland in 
which surgical sellar decompression is not indicated 
immediately to save vision, and also as postoperative 
treatment in cases treated surgically. He cites seven 
cases with improvement of headache, the visual fields, 
and the general health following such treatment. 

FRAZIER describes his technique for the trans 
phenoidal approach to the pituitary and advises oper 
ative interference in cases in which a pituitary 
adenoma has reached a size sufficient to affect vision. 
Ife outlines a very careful pre-operative and post 
operative routine. Leo M. Davinorr, M.D. 


SPINAL CORD AND ITS COVERINGS 


Bréchot: Idiopathic Incontinence of Urine and 
Laminectomy (Incontinence essentielle d’urine et 
laminectomie). Bull. el mém. Soc. nat. de chir., 1925, 
li, 896. 

Bréchot has performed six laminectomies for idio 
pathic incontinence of urine and one for bilateral 
hollow foot. One of the patients with incontinence 
had also a hollow foot and a permanent flexion con 
tracture of the great toe. In none of the cases was 
there a family history of congenital malformation or 
nervous disease. The patients were all of normal 
intelligence. The roentgen picture showed the lum 
bosacral region normal in only one case. In the 
others there was a median fissure of the fifth lumbar 
or first sacral vertebra, and in two cases the laminw 
did not meet on the same level and were superim 
posed at the ends. In another case the laminw were 
not as long as normal and the vertebral canal was 
therefore slightly smaller than normal. These were 
cases of false spina bifida occulta. 

The technique of laminectomy was simple, the 
operation consisting in a median incision, dissection 
of the lumbosacral muscles, and resection of the 
spinous processes and lamina of the first sacral or 
fifth lumbar vertebra or both. ‘This is much simpler 
than the laminectomy recommended by Delbet for 
adults, which Bréchot does not think should be prac 
ticed on young children. 

The child with a hollow foot and contracture ol 
the great toe was completely cured. He has not uri 
nated in bed once since the operation, his foot is nor 
mal, and the contracture of the toe has disappeared. 
The child with a double hollow foot was also greatly 
benefited. ‘The others were benefited but none of 
them was cured completely. 

A certain amount of caution is necessary in judg- 
ing the indications for operation in these cases since 
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in some of them recovery occurs spontaneously as the 
subject grows older, and up to the age of 10 to 12 
years the roentgen picture of spina bifida occulta is 
not absolutely reliable. 

In the discussion of this report OMBREDANNE said 
that he did not regard the difference in the level of 
the lamin as of much significance but believed that 
chief importance was to be ascribed to the fact that, 
as the posterior vertebral arches were shorter than 
normal, they,did not form the usual curve but 
approached each other by the shortest route and were 
connected with each other by a fibrous layer, this 
resulting in a flattening of the spinal canal in its 
anteroposterior diameter. He doubts the wisdom of 
operating for incontinence of urine, but has operated 
for pain, incontinence of faces, and club-foot with 
good results. 

Brécuor replied that Ombredanne was consider- 
ing cases of more pronounced spina bifida occulta 
than his. Bréchot found the spinous processes 
normal in his cases and the fibrous thickening he dis- 
covered was in the dural sac; there was no fibrous 
membrane connecting the lamina. Bréchot does not 
advocate routine operation for incontinence of urine, 
but thinks that, when the roentgen picture shows 
malformation of the neural arch or fissure, laminec- 
tomy is justifiable. Auprey G. Morcan, M.D. 


SYMPATHETIC NERVES 


Bonani, G.: Late Results of Perifemoral Sympa- 
thectomy in the Treatment of Varicose Ulcer 
(Risultati lontani della simpatectomia perifemorale 
nel trattamento dell’ulcera varicosa). Chir. d. or- 
gani di movimento, 1925, ix, 569. 


Bonani reports seven cases of periarterial sym- 
pathectomy for varicose ulcer, in all of which the 
lesion had persisted for from seven to twenty years 
and had resisted the usual treatments. The Wasser- 
mann reaction was negative. In every instance 
roentgenograms of the leg showed the bone lesions 
which have been described as characteristic of severe 
cases. 

The operative technique was that recommended 
by Leriche. The artery was exposed in the middle 
third of the thigh, beginning at the apex of Scarpa’s 
triangle where the collaterals are few. The technique 
is difficult, and in old patients with atheroma of the 
arteries and periarteritis great care is necessary. Con- 
siderable time is required to ligate the small col- 
laterals. After the exposure of the artery it is not dif- 
ficult to strip the adventitia for a distance of from to 
to 12cm. 

In all of the author’s cases healing occurred by 
first intention. In no instance was there any secon 
dary hemorrhage. ‘The immediate results were very 
good. Complete cicatrization of the ulcers occurred 
in four cases and partial cicatrization in two. In 
one case the treatment had no effect. 

Re-examination of the patients a year and a half 
after the operation showed that the complete cica- 
trization which occurred in four cases was perma- 
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nent in only one; in the others, the ulcers recurred 
after fifteen days, three months, and five months 
respectively. The result was temporary also in both 
of the cases of partial cicatrization. Because of 
these findings and the relative difficulty and danger 
of the operation, Bonani concludes that the indica- 
tions for perifemoral sympathectomy for varicose 
ulcer are very limited. Auprey G. Morcan, M.D. 


Coman, F. D.: Observations on the Relation of the 
Sympathetic Nervous System to Skeletal 
Muscle Tonus. Bull. Johns Hopkins Hosp., Balt., 
1920, XXXvill, 103. 

In summarizing the literature on the relation of 
the sympathetic nervous system to skeletal muscle 
tonus, Coman states that stimulation of the sym- 
pathetic fibers to skeletal muscle has yielded only 
equivocal and unconfirmed results. Most observers 
find that elimination of the sympathetic fibers with 
preservation of the cerebrospinal innervation of 
skeletal muscle has no effect on the muscle tonus, 
and there is general agreement that definitive loss of 
tone follows interference with the cerebrospinal re- 
flex are. ‘ 

In the cat and dog the somatic nerve supply of the 
foreleg in relation to the thoracolumbar sympathetic 
outflow offers a unique anatomical basis for the 
elimination of one type of innervation without dis- 
turbance of the other. The first ramus communicans 
albus leaves the cord with the first thoracic root, and 
the last of the thoracolumbar outflow leaves the 
cord with the third or fourth lumbar root. ‘The 
secretory and vasomotor fibers for the forelimb leave 
from the fourth to ninth spinal roots inclusive (rarely 
from the third), the maximal effect being produced 
by stimulation of the seventh. Stimulation or sec- 
tion of white rami higher than the fourth thoracic 
causes only secretory or smooth muscle changes in 
the head (particularly in the eye). Hence the ventral 
roots of the entire brachial plexus, including the 
first or second thoracic, may be sectioned without 
interfering with the sympathetic innervation to the 
forelimb, whereas section of the third to the tenth 
thoracic roots eliminates the sympathetic innervation 
of the foreleg without disturbing the somatic inner 
vation. 

From experiments on thirty-nine cats and seven 
dogs, Coman draws the following conclusions: 

1. Stimulation of the sympathetic innervation to 
the foreleg fails to cause any tonic reaction. 

2. Complete removal of the sympathetic to the 
foreleg does not influence the normal development of 
tone either before or after decerebration. 

3. Complete removal of the somatic motor supply 
to the foreleg is followed by total abolition of tone 
both before and after decerebration. 

Since none of the conditions essential for proof of 
the sympathetic innervation of skeletal muscle could 
be observed, the conclusion is drawn that there is no 
relation between the sympathetic nervous system 
and the development or maintenance of postural 
tone in the cross-striated muscle. 
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The author states that his experimental results 
seem in accord with Sherrington’s concept of skeletal 
muscle tonus as simply a postural reflex under cere- 
brospinal control. None of the findings indicates 
the necessity of a distinction of elements in tonus, 
such as the contractile and plastic elements postu- 
lated by Langelaan, and there is no support to the 
theory of a dual innervation by sympathetic and so- 
matic nerve elements. Wacrer C. Burkert, M.D 


Bransburg: The Histopathological Changes in the 
Heart Muscle Following Sympathectomy (Dic 
pathologisch-histologischen Verwnderungen des Herz 
muskels nach Sympathektomic). Russkaja klin., 
1925, IV, 221. 

The effect upon the heart of a sympathectomy 
which cuts off the entire innervating cardiac plexus 
has not been reported in the literature. ‘The author 
attempted to solve the problem experimentally by 
experiments on twenty dogs and twelve rabbits. 
Unilateral or bilateral sympathectomy was done 
and the heart muscle examined at periods ranging 
from one to one hundred and twenty days. The fol- 
lowing conclusions are drawn: 

1. Unilateral and bilateral cervical sympathec- 
tomy in rabbits and vagosympathectomy in dogs 
produce the following changes in the first few days 
following the operation: dilatation of the blood ves- 
sels, hyperamia, oedema, intramuscular round-cell 
infiltration, and an initial stage of muscle striation 
followed by its disappearance. ‘These changes indi- 
cate a disturbance of the circulation and muscle 
nutrition and parenchymatous degeneration. 
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2. For a longer time—up to the fourth post- 
operative month—the degenerative changes in the 
cardiac muscle become more pronounced. The granu- 
lation, the absence of cross-striations, and the longi- 
tudinal fibrillation indicate profound nutritional dis- 
turbances and degeneration of the muscle elements. 
At this stage, hyperemia and oedema are no longer 
present. 

3. After unilateral sympathectomy in the rabbit 
and vagosympathectomy in the dog the degenera- 
tive muscle changes in the heart are localized accord- 
ing to the innervation. After operations on the left 
side the muscle changes occur in the neighborhood 
of the plice nervine, whereas after operations on 
the right side they occur in the region of the first, 
second, and third plexuses, and after bilateral opera 
tions degenerative phenomena are observed every- 
where. 

4. Resection of the depressor nerve on the left 
side in rabbits and dogs causes insignificant changes 
in the wall of the aorta and in the muscle in the 
region of the first and second plexuses (areas sup- 
plied by the branch of the depressor nerve). No 
muscle changes are observed in other parts of the 
heart. 

5: The results obtained from investigations fol- 
lowing sympathectomy in animals indicate the 
trophic importance of the cardiac branch of the 
sympathetic, the necessity of interpreting the indica 
tions for sympathectomy in man with greater care, 
and the fact that resection of the depressor nerve has 
apparently the same therapeutic and operative effect 
as sympathectomy. lesser (Z). 
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CHEST WALL AND BREAST 


Ginsburg, S.: Pain in Cancer of the Breast: Its 
Clinical Significance; with Special Reference 
to Bone Metastases. Am. J. M. Sc., 1926, clxxi, 
520. 
ain is rare during the early stages of mammary 

cancer. Its presence is usually an indication that the 
carcinoma has undergone secondary degeneration 
with reactive inflammatory changes. Deep pain and 
radiating pain usually indicate extension of the 
disease. Skeletal metastases cause pain of wide- 
spread distribution. 

The incidence of skeletal invasion in sixty-seven 
cases of breast cancer admitted to the Cancer Division 
of the Montefiore Hospital, New York City, was 
74-6 per cent. 

In the early stages of skeletal metastasis the pain 
may be mild and inconstant with a tendency toward 
remission and periodicity which, particularly in the 
absence of recurrent breast symptoms, may be de- 
ceptive to those unfamiliar with this type of invasion. 

Recovery of function in cases of skeletal metastasis 
may be due to subsidence of the inflammatory 
reaction and is only temporary. The diagnosis is 
made by frequent physical and roentgen-ray exami- 
nations. 

The author believes that in advanced cases of can- 
cer of the breast, radiotherapy is more eflective than 
other methods of treatment, and suggests as a pro- 
phylactic measure, postoperative radiation, not 
only of the breast but also of the skeletal regions 
which are most frequently invaded. 

Witiiam E. SHACKLETON, M.D. 


Richards, G. E.: X-Rays and Radium in the Man- 
agement of Breast Carcinoma. Canadian M. Ass. 
J., 1926, xvi, 358. 

There is a great deal of evidence to support the 
theory that the X-ray kills cancer cells directly. 
The cells of the basal-cell epithelioma or lympho- 
sarcoma are usually easily influenced. As the 
epithelial cell approaches the squamous type, it 
becomes more resistant. A  squamous-cell  epi- 
thelioma requires several times the dosage required 
by a basal-cell tumor. In tumors with the cylindrical 
form of cell the margin of safety between the dose 
necessary to destroy the cancer and that which will 
destroy the normal tissue is reduced almost to the 
vanishing point. 

Recent experimental work indicates that some, 
if not most, of the effects produced by the X-rays 
are due, not to the direct destructive action of the 
rays upon the cancer cells, but to an indirect effect 
produced in the normal body cells. It appears that 
this is somewhat analogous to an immunity effect. 
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In experiments on mice, erythema doses of rays 
were applied to one groin and cancer grafts then 
implanted in both the rayed and the unrayed groin. 
A tumor resulted from five of six of the inoculations 
in the protected area but from only one of the six 
made in the irradiated area. 

Heavy destructive doses of the rays produce 
fibrosis of the lung and destroy normal cells or lower 
their resistance. A minimum erythema stimulates 
normal tissue to resist the cancer cell. 

The X-rays may be made to cover adequately a 
much larger area than the quantities of radium 
which are usually available to the average physician 
and should be used in the majority of cases for both 
efliciency and economy. 

In all prophylactic treatment the limit of voltage 
used upon the chest wall or the lung should be 140 
kv., and over the axilla and supraclavicular areas, 
210 kv. 

In practically all cases in which radium is em- 
ployed postoperatively the author uses the X-rays 
also. He finds that three-quarters of a full dose of 
both radium and the X-rays can be administered 
simultaneously. 

Radium is of value chiefly in the treatment of ac- 
cessible nodules in which an intense effect is desired. 
In the pre-operative treatment of single or multiple 
small nodules it may be used, with the X-rays, in the 
form of surface applications or packs or buried plat- 
inum needles of low potency and high filtration. In 
postoperative cases small skin nodules may be 
treated by surface applications, plaques, packs, or 
platinum needles on wax moulds. Nodules in the 
axilla may be treated with needles or packs. For 
supraclavicular nodules, the use of packs in con- 
junction with the X-rays is indicated. 

Howarp A. McKnicut, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Forestier, J.: Roentgenological Exploration of the 
Bronchial Tubes with lodized Oil (Lipiodol). 
Radiology, 1926, vi, 303. 

After having proved the harmlessness of lipiodol 
injected into the bronchial tubes of animals, the 
author, in conjunction with Leroux, used it in clini- 
cal cases and succeeded in outlining the bronchial 
tree in roentgenograms to the smallest ramifications. 
A part of the oil is expectorated soon after its injec- 
tion, but most of it is absorbed gradually and elimi 
nated in the course of several weeks. 

Lipiodol may be introduced into the bronchi by 
transglottic injection with the aid of a long curved 
catheter; by the subglottic method, which requires 
puncture of the intercricothyroid membrane; or 
through the bronchoscope or laryngoscope. 
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Before its injection, intratracheal anesthesia is in- 
duced with novocain solution. From 20 to 40 c.cm. 
of the oil, warmed to body temperature, is then 
allowed to gravitate into the part of the lung under 
investigation, the patient being placed in such a 
position that the part to be studied is as low as pos- 
sible. Rapid exposures made in different positions or 
stereoscopically immediately after the injection 
record the localization of the oil and any pathological 
changes present. No more than one or two lobes of 
the lung should be explored at one time. ‘The indica- 
tions for the method are the following: 

1. Cases in which a deviation, stricture, or other 
abnormality of the trachea is suspected. 

2. Cases with a long history of pulmonary dis 
turbance and chronic expectoration, in which the 
diagnosis between phthisis and bronchiectasis is 
difficult. 

3. Cases in which the presence of a cavity in 
communication with the bronchi is indicated by 
vomica. 

‘4. Cases of thoracic fistulae of unknown origin. 

5. Cases in which clinical, laboratory, and ordi- 
nary X-ray examinations do not lead to a certain 
diagnosis. 

The method gives valuable information by out- 
lining the trachea and bronchi, showing obstructions 
from pressure due to intrathoracic tumors, and 
localizing cavities in communication with the 
bronchial tubes, but its greatest value lies in the 
diagnosis of bronchiectasis. Whether this condition 
is of the cylindrical or saccular variety, it is easily 
demonstrated. 

After therapeutic pneumothorax, exploration with 
lipiodol may show whether an adherent part con- 
tains lung or is merely membrane. It serves also to 
control the amount of lung collapse. 

In more than 300 injections no severe accident has 
occurred. ‘The method is contra-indicated, however, 
in the cases of febrile tuberculous patients, and 
after hamoptysis its use should be delayed for 
several days. In cases of pulmonary gangrene and 
anaerobic infection, subglottic injection of iodized 
oil is inadvisable. 

Though the procedure has been employed mainly 
as a diagnostic aid, it has been followed occasionally 
by marked improvement in the clinical course of 
cases of bronchiectasis and lung cavities. In some 
instances, the profuse expectoration has been de 
creased for months. Apoteu Hartunc, M.D. 


Moller, P. F., and Von Magnus, R.: Investigations 
of Bronchial Affections by Means of Iodine 
Preparations, Jodumbrin and Lipiodol.  Acia 
med. Scand., 1925, |xiii, 174. 

The authors have injected iodized oil into the 
bronchi in twenty-three cases. Distinct roentgeno- 
grams were obtained, but in not all of the cases were 
the bronchi filled. Lipiodol Lafay, a thick yellowish 
oil with an iodine content of 0.54 gm. per cubic centi- 
meter, has no local irritating effect and is absorbed 
in such slight amounts that it produces only a very 


mild iodism. In most cases the authors used jodum- 
brin which is as pure and as well tolerated as lipiodol, 
more fluid, easier to inject, and produces a better 
shadow. 

In the cases of patients with a tendency to cough, a 
teaspoonful of a % per cent solution of syrupus code- 
ici fortior is given one-half hour before the injection. 
Local anwsthesia is induced by swabbing the pharynx 
and larynx three times at intervals of five minutes 
with a 20 per cent solution of cocaine containing a 
few drops of 1:1,000 adrenalin and syringing the 
larynx and the upper tracheal mucous membrane 
with !4 c.cm. of this solution. For the oil injection a 
5-c.cm. laryngeal syringe with a cannula attached 
is used. ‘The cannula is 15 cm. long and has a caliber 
of 2mm. 

The cannula guided by the laryngoscope is intro 
duced through the rima glottidis, and the oil, heated 
to 37 degrees C., is slowly injected along the anterior 
tracheal wall. ‘The patient breathes deeply and 
quietly, and insofar as possible the injection is made 
during inspiration. ‘The quantity estimated as neces- 
sary to fill one lung is between 20 and 30 c.cm. The 
injections usually require from three to five minutes. 

The iodized oil flows readily in the bronchi, prob- 
ably because of the heat of the body. During and 
immediately after the injection the oil is guided to 
the part of the lung to be studied by placing the pa 
tient in the proper position. When the patient 
coughs or retches, the oil tends to escape into the 
cesophagus and stomach. 

The lung bases are injected with the patient 
seated and leaning toward the side of the lung to be 
examined. For the middle and upper lobes the in 
jection is made with the patient sitting on a couch, 
the foot of which is elevated. Immediately after the 
injection he is placed on the affected side, head down- 
ward. Rolling the patient forward and backward on 
the involved side helps to fill the bronchi. 

Immediately after the injection a transitory tra- 
cheal rale is audible and coughing is apt to occur. 
The patient is urged to suppress coughing. A few 
deep breaths will usually overcome the irritation. 
The next injection may then be given. No dyspnoca 
or other disturbance of importance has been noted. 

The day after the injection, expectoration is often 
considerably increased, but in a few days the sputum 
usually falls below the previous quantity. The first 
trace of iodine appears in the urine after about six 
hours. ‘The excretion reaches its maximum in twenty 
four hours and then gradually falls and after six 
days disappears. 

In the cases reported there were no unfavorable 
secondary reactions with the exception of a fever of 
38 degrees C. in one case and coryza and headache in 
another. If the cannula used for the injection is too 
short, the oil is apt to enter the oesophagus. 

Injection of the oil by puncture of the crico- 
thyroid membrane is associated with danger as it has 
been known to cause the formation of a hematoma 
on the posterior tracheal wall, perilaryngeal oedema, 
and detachment of the tracheal mucous membrane. 
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The use of a bronchoscope in one case was of no 
special value and caused discomfort. 

The roentgenogram should be made as soon as 
possible after the injection of the oil. After from 
twenty to thirty minutes the picture of the bronchial 
tree becomes blurred as the result of ejection by 
coughing and absorption. 

The method described is of value to obtain in- 
formation with regard to anatomical variations in 
the bronchi, certain pathological changes in the 
bronchi and lungs which are not shown by ordinary 
roentgenograms, dilatation of the bronchi and alve- 
oli, fistula with possibly a bronchial connection, 
the location of the cavities, and the extent of the 
infiltrations. 

The authors have seen beneficial effects from io 
dized oil in a case in which the results of routine 
iodine therapy over a long period of time were un- 
satisfactory. Iodine can be given in considerably 


larger doses in oil without risk of unfavorable sec- 
ondary reactions. 

Pleural injections of doses as small as from 1 to 
2 c.cm. in cases of pleurisy caused long-continued 
rises in the temperature. 


Warter C. Burkert, M.D. 
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Packard, G. B., Jr.: Empyema in Children. Colo- 
rado Med., 1926, xxiii, 88. 

With regard to the treatment of empyema in 
children, the only surgical measure indicated dur- 
ing pneumonia is the aspiration of fluid to relieve 
pressure on the heart and opposite lung. The an:es- 
thesia of choice is local anwsthesia, but nitrous-oxide 
oxygen anesthesia induced by an expert is very 
satisfactory. Ether is to be avoided. 

‘The closed method of treatment was used in 
twenty-five cases. the time of drainage averaging 
twenty-seven days; and the open method (rib resec- 
tion) in five cases, the time averaging fifty-four days. 
The closed method has many advantages when care 
ful after-care can be given. The after-treatment con 
sists in irrigation of the empyema cavity with Dakin’s 
solution twice daily and regular aspirations of the 
accumulated secretions at intervals of two or three 
hours with repeated injections of Dakin’s solution. 

There was only one death. Of the complications, 
otitis media was the most common and acute ne- 
phritis the next most common. There was one case 
each of myositis, endocarditis, erysipelas, chicken 
pox, meningitis, and subphrenic abscess. 

Raven B. BerrmMan, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Koontz, A. R.: Muscle and Fascia Suture with Re- 
lation to Hernia Repair. Surg. Gynec. & Obst, 
1926, xlii, 222. j 

In the dog, the internal oblique muscle and Pou- 
part’s ligament unite firmly when they are brought 
into apposition by suture, even when considerable 
tension is exerted on the sutures. 

The formation of a raw surface by the resection of 
a small strip of the edge of the internal oblique tends 
to make the union firmer than usual. 

When the fascia lata of the dog is sutured to the 
underlying muscle, these structures unite firmly, 
provided the intervening layer of the areolar tissue 
has been removed. 

Microscopic sections show that this union of 
muscle to fascia is accomplished by the growing to- 
gether of the connective tissue fibers of the plane 
sheet of fascia (Poupart’s ligament or fascia lata) 
with the fibers of the epimysium, perimysium, and 
endomysium. Marcus H. Hopart, M.D. 


GASTRO-INTESTINAL TRACT 


Haudek: The Reliability of the Gastric Niche in the 
Diagnosis of Ulcer (Zur rage der Verlaesslichkeit 
der Magennische fuer die Ulcusdiagnose). Fortschr. 
a. d. Geb. d. Roentgenstrahlen, 1925, Xxxiii, 56, 651. 

In the recent literature the reliability of the gastric 
niche in the diagnosis of ulcer has: been questioned. 
Haudek regards it as an entirely reliable sign of ulcer 
when it is associated with the complete character- 
istic syndrome. ‘The diagnosis is certain, however, 
only when the ulcer is situated in the middle portion 
of the stomach. 

-Haudek discusses a few cases in which, even 
though an ulcer is not found at operation, such a 
lesion may be present. Not uncommonly an ulcer is 
overlooked during operation. When the findings are 
apparently negative, the gastrocolic omentum should 
be split and the posterior wall of the stomach ex- 
amined. 

Mention is made of cases reported by Simon and 
Altschul in which an apparent niche was produced 
by processes outside the stomach, such as adhesions 
exerting traction on the serous side of a healed ulcer. 
Haudek calls attention to the diagnostic mistake in 
these cases and interprets the picture as a typical con- 
trast filling of the duodenojejunal flexure within the 
gastric shadow. The error is attributed to the fact 
that, because of his weakness, the patient was not ex- 
amined in the standing position. If he had been 
examined in this position the gastric and intestinal 
shadows could have been separated by pressure. 
Haudek denies the presence of a niche also in Alt- 


schul’s case in which a niche was simulated by a tu 
mor in the tail of the pancreas with a focus of 
calcification. 

Serious difficulties arise undoubtedly in the pres 
ence of a diverticulum of the duodenojejunal flexure. 
In this condition, as in cases of true gastric divertic- 
ula simulating niches, mistakes may be made by 
even experienced examiners. 

With regard to reports by Reiche, Petren, and 
Kdlinger, the author states that niches are not pro- 
trusions and that there is no premonitory symptom 
of perforation. Perforation is extraordinarily rare 
in niche formation because of the adhesions around 
the niche. 

It is easy to avoid mistaking a niche for an atypi- 
cally situated dome of the left colonic flexure and for 
a pseudo-niche in the angle which is nothing more 
than a normal bulging of the lesser curvature be- 
tween two powerful peristaltic constrictions. 

The question as to whether a differentiation be- 
tween ulcer and carcinoma is possible, Haudek 
answers affirmatively with regard to primary car- 
cinoma situated in the descending portion of the 
stomach, but admits that it may be uncertain when 
an ulcer shows malignant degeneration. He includes 
in his article a table of the roentgenological differ- 
ences between the two lesions. It is admitted that in 
certain cases the differential diagnosis was not easy, 
but to show that a correct diagnosis was made eventu- 
ally, Haudek reports statistics demonstrating that a 
carcinoma was never found when a diagnosis of ulcer 
was made and an ulcer was never present when the 
diagnosis was carcinoma. Roevettus (Z.) 


Bufalini, M.: Rational Surgical Treatment of Gas- 
tric and Duodenal Ulcer (Sul trattamento chir- 
urgico razionale dell ’ulcera gastrica e duodenale). 
Arch. ital di chir., 1925, xiv, 641. 

Bufalini reviews the results of the various methods 
of operation for ulcer from simple gastro-enterostomy 
to the most extensive resections and conciudes that 
there is no method of treatment that furnishes an 
absolute guarantee against recurrence or the de- 
velopment of peptic ulcer. 

When resection was first performed, numerous sta- 
tistics were published which showed a much lower 
percentage of peptic ulcers after this operation than 
after simple gastro-enterostomy, but as the late 
results have become more evident the difference is 
not nearly so great. 

In the attempt to prevent recurrence and peptic 
ulcer, surgeons have passed from simple resection of 
the pylorus to resection of the antrum and then to 
subtotal and even total resections of the stomach, 
with the idea of eliminating the hydrochloric acid 
which is supposed to be the cause of peptic ulcer. 
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But von Haberer found peptic ulcer in two persons 
in whom extensive resection had brought about com- 
plete absence of free hydrochloric acid. 

In view of this fact and the further facts that ex- 
tensive resections have a mortality considerably 
higher than that of gastro-enterostomy, that they 
suppress not only the hydrochloric acid but also 
other necessary constituents of the gastric secretion, 
and that they often cause serious digestive disturb- 
ances, Bufalini regards the simpler and more con- 
servative operation as preferable unless there are 
special indications for extensive resection. 

Auprey G. Morcan, M.D. 


Solé: The Indications and Technique of Gastrec- 
tomy (Indicaciones y técnica de la gastrectomia). 
Arch. argent. de enferm. d. apar. digest., 1925, i, 196. 

In describing his method of performing gastrec- 
tomy the author makes no claims to originality, but 
states that he has perfected the pre-operative and 
postoperative care of the patient and his operative 
technique to such a point that the mortality of the 
operation has been reduced close to that of a simple 
gastro-enterostomy. He therefore feels justified in 
suggesting a further widening of its field of indica- 
tions. 

With regard to the pre-operative care he discusses 
the lowering of hypertension, the use of tonics, 
digalen, polyvalent vaccines, physiological saline 
solution, glucose and insulin, lavage, oral and dental 
care, breathing exercises, and blood transfusion. 

Following the administration of morphine and 
scopolamine, local anesthesia is induced by the 
injection into the gastrohepatic omentum of 10 c.cm. 
of 1 per cent novocain. 

The operative technique is shown in ten illustra- 
tions. | Complications discussed include hepatic 
dysfunction, acute gastric dilatation, and partial 
occlusion of the orifice of anastomosis by spasm, 
malposition, and traction. In the author’s cases 
these complications are rare. 

The most important part of the report is the dis- 
cussion of the indications for gastrectomy.  Gas- 
trectomy is now considered the operation of choice 
for ulcer. 

Gastropylorectomy is indicated in all cases of ulcer 
of the lesser curvature, both pyloric and juxtapy- 
loric, in which the process is limited, the inflamma- 
tory infiltration is not too extensive, the lesion is not 
too firmly adherent to the pancreas, and the general 
condition is not unfavorable. 

Solé performs it also for ulcer at the point of gas- 
tro-intestinal anastomosis (gastrojejunal ulcer) and 
in cases of duodenal ulcer. In cases of diverticulum 
of the duodenum in which exclusion of the duodenum 
is desired, an antropylorectomy is preferable to 
simple exclusion. It is of advantage also when, in 
cases of supramesocolic or inframesocolic stenosis of 
the duodenum with dilatation, difficulty is experi- 
enced in effecting a satisfactory duodenojejunostomy. 

Contra-indications to gastropylorectomy in ulcer 
are: 
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1. Hemorrhage. In cases with haemorrhage, oper- 
ation may be considered only when there is repeated 
bleeding or the pulse is not above 100 and the ten- 
sion is good. 

2. Inflammatory conditions. When inflamma 
tion is present it may be prudent to await regression 
of the process and a more favorable condition before 
operating. 

3. Perforation into the free peritoneal cavity 
eight hours previously. In cases of perforation into 
a closed cavity with perigastritis it is well to wait at 
least sixty days before doing a gastrectomy. 

With regard to the treatment of cancer, the author 
urges a radical procedure and favors an exploratory 
laparotomy in order to get the patient operated upon 
early enough for radical resection. 

Joun W. BRENNAN, M.D. 


Gastro-Intestinal Infection: Its 
Brit. J. Radiol., 1926, 


Eastmond, C.: 
Roentgen Manifestations. 
XXxi, 93. 

Roentgenograms of the stomach frequently show, 
usually on the lesser curvature, immediately behind 
the pylorus, more or less localized filling defects 
which are manifestations of localized infections. 
These defects are seldom over 1% in. in extent. The 
infections are characterized by congestion, round 
cell infiltration, and fibrosis. The affected part 
shows minute points of barium retention or local 
areas of exaggerated barium density, or presents a 
rigid tubular aspect with a change in the peristaltic 
waves. 

Non-ulcerative deformities of the duodenum are 
usually considered to be the result of adhesions 
secondary to pericholecystitis, but the author be 
lieves that infection of the duodenum is commonly 
coincidental with infection of the gall bladder, and 
that the changes noted in the roentgen examination 
are due to changes in the duodenal wall itself. Ad 
hesions may be the result of a periduodenitis as well 
as a pericholecystitis. The roentgen findings are in 
constant irregularities of form due to the chronic 
round-cell infiltration and fibrosis. When the in 
fection involves the second portion of the duodenum, 
the rugal markings may be obliterated, constrictions 
may occur, or the emptying rate may be changed. 

Infection in the terminal ileum may produce 
rigidity and a change in the motility of the part 
which is demonstrable roentgenographically. ‘The 
rug may be flattened, and there may be a variable 
irregularity of form and contracture of the lumen. 
The pathological basis is the same as that in 
the stomach and duodenum. —Incompetency of the 
ileocecal valve is a frequent finding because the 
sclerotic condition prevents proper accommodation 
of the parts for closure of the valve. 

In the colon, infiltration and fibrosis incident to 
chronic infection lead to loss of elasticity and ir 
regularity of contraction. The sigmoid is involved 
most frequently. ‘The author believes that in certain 
cases the formation of diverticula is an extension of 
the infectious process. 
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Not all cases of infection of the gastro-intestinal 
tract present all of the lesions mentioned, but usual- 
ly the lesions are multiple. 

The article contains numerous roentgenograms 
showing the conditions described. 

Apotea Hartunc, M.D. 


Goyena, J. R., and Gallino, M. M.: A Case of Su- 
pramesocolic Duodenal Stenosis Due to Adhe- 
sive Periduodenitis of Ulcer Origin (Un caso de 
estenosis duodenal supramesocdélica por periduo- 
denitis adhesiva de origen ulceroso). Arch. argent. 
de enferm. d. apar. digest., 1925, i, 239. 

The authors report a case in which a diagnosis of 
duodenal ulcer was made on the basis of a mild excess 
of free hydrochloric acid, epigastric pain, a sense of 
weight associated with or followed by diarrhoea and 
without any apparent relationship to the ingestion 
of food, and a mild, inconstant dilatation of the 
pylorus revealed by the X-ray. Under dietetic 
treatment and rest in a hospital, these symptoms 
disappeared in a month. 

A year later, after having broken his dietary 
habits, the patient returned with practically the 
same symptoms and chemical findings. The X-ray 
then disclosed a round, smooth shadow the size of an 
orange, which abutted to the left upon the normal 
shadow of the pylorus and stomach. ‘The stomach 
shadow showed a normal outline and peristalsis, but 
the abnormal shadow to the right, which was evi- 
dently cast by the dilated duodenum, did not show 
any peristaltic movements, only occasionally con- 
tracting as a whole. The only effect of the contrac- 
tion of the duodemun was the expression of a part 
of the duodenal contents back through the pylorus 
into the stomach. 

The retention, the constant presence of large 
quantities of bile in the gastric contents, the epi- 
gastric tenderness, the X-ray findings, and the 
symptoms led to a tentative diagnosis of duodenal 
ulcer with obstruction at the end of the second or the 
beginning of the third part of the duodenum. 

Laparotomy disclosed a cicatrized ulcer of the 
pylorus (which, however, was apparently inconti- 
nent but not narrowed), slight dilatation of the 
stomach, and marked dilatation of the suprameso- 
colic portion of the duodenum which was involved in 
adhesions especially numerous at the point of ab- 
struction. The adhesions were loosed and a duodeno- 
jejunostomy was done. Roentgen examination one 
and one-half months later demonstrated a normal 
gastric contour and function. ‘The retention and 
dilatation of the duodenum had disappeared. 

Joun W. Brennan, M.D. 


Barbaro, G.: A Case of Perforated Duodenal Ulcer; 
Histological and Bacteriological Examination 
(Un cas d’ulcére perforé du duodénum; examen 
histologique et bactériologique). Bull. et. mém. Soc. 
anal. de Par., 1925, xcv, 208. 


The author reports the case of a 50-year-old pa- 
tient who had a long history of attacks of gastric 
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pain occurring three of four hours after meals and 
was suddenly awakened early one morning by a 
severe epigastric pain followed by vomiting of food 
and bile, cold sweats, and a sense of impending 
death. ‘The patient was admitted to the hospital in 
severe shock. The pulse at that time was 130 and 
small but of good force. The temperature was 
normal. The abdomen was slightly distended and 
painful, especially in the epigastric region, which was 
strongly contracted and painful on _ palpation. 
Liver dullness had disappeared. No stools or flatus 
had been passed since the onset of the condition. 

The patient was warmed and given cardiac stimu- 
lants, and nine hours after the perforation an opera- 
tion was performed under spinal anesthesia. When 
the midline incision was made, gas and 2 or 3 liters 
of thick bile-stained fluid escaped. A perforated 
ulcer on the anterior surface of the duodenum was 
excised and the duodenum sutured in two layers 
with linen in a direction perpendicular to the gut 
axis. ‘The suture line was re-inforced with omentum. 
Although no narrowing of the duodenum resulted, 
a gastro-enterostomy was done. The abdominal 
wound was then closed and a suprapubic drain in- 
serted. 

At first the patient’s condition showed improve- 
ment, but death occurred the following morning. 

I-xamination of smears and aerobic and anaerobic 
cultures of the peritoneal fluid and ulcer wall were 
negative. Histological examination revealed no 
bacteria in the necrotic zone. Microscopically the 
tissues showed an acute inflammatory process en 
grafted on a chronic ulcer which had evolved to 
rupture and evacuation of the abscess. 

This case substantiates Lecéne’s finding—of im 
portance for surgery—that the peritoneal fluid is 
often sterile during the first few hours after perfora- 
tion. Wacrer C. Burkert, M.D. 


Stulz, E., and Woringer, P.: Peptic Ulcer of Meckel’s 
Diverticulum. Ann. Surg., 1926, |xxxiii, 470. 

The authors have observed peptic ulcer of Meckel’s 
diverticulum only in children. All cases presented 
such urgent symptoms that operation was indicated. 
‘The usual syndrome was hemorrhage from the bowel 
in an apparently well child, followed by evidence of 
perforation and peritonitis. The melana can be dis 
tinguished from that of intussusception and in 
fectious enterocolitis by the absence of pus or mucus 
in the blood. 

The pathology of the ulcer is that of peptic ulcer. 
The lesion occurs at the base of the diverticulum, 
at the juncture of the heteroplastic gastric mucosa 
lining the diverticulum and the mucosa of the ileum. 
The pathogenesis consists in an erosion of the epi 
thelium of the ileal mucosa by the acid secretion from 
the mucosa of the diverticulum. The condition 
progresses acutely, involving the neighboring vessels, 
penetrating to the peritoneal cavity, and resulting in 
diffuse peritonitis or encysted abscess formation. 
It must not be confused with perforating divertic 
ulitis. 
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The diagnosis is usually made from the haemorrhage 
or the later evidence of perforation. The condition 
may be mistaken for perforated appendicitis. Oper- 
ative intervention offers the only hope of cure. The 
diverticulum should be removed. If the patient’s 
condition will not allow this, eventration of the loop 
and drainage of the peritoneum must suffice. 

The authors report two cases of their own and re- 
view thirteen cases reported in the literature. 

Witiram J. Pickerr, M.D. 


Pascale, G.: Peptic Ulcer of Meckel’s Diverticulum 
(Ulcera peptica del diverticolo di Meckel). Ann. 
ital. di chir., 1925, iv, 965. 


Only eight cases of ulcer of Meckel’s diverticulum 
have been reported in the literature. In four, the 
lesion was found at autopsy, and in the others, dur- 
ing emergency operations performed on various 
diagnoses. 

The author reports a case of his own in which the 
diagnosis was made before operation. The patient 
was a 41-year-old woman who, since 1912, had been 
having crises of pain in the para-umbilical region 
without any true gastric pain or hamatemesis, had 
passed blood mixed with pus per rectum, and had 
periods of obstinate constipation lasting for seven or 
eight days. 

Appendicitis was excluded by the fact that there 
was no fever and the para-umbilical pain did not 
radiate into the iliac fossa. The pain in ulcer of 
Meckel’s diverticulum is independent of meals and 
of the kind of food eaten. It may be accompanied 
by gastric symptoms but not by vomiting or hama- 
temesis. The hamorrhage from the intestine is more 
serious the nearer the ulceration to the insertion of 
the mesentery. The longer the diverticulum and the 
nearer the ulcer to its tip, the less the haemorrhage. 

In the case reported, the roentgen examination 
showed the stomach, duodenum, and _ ileocacal 
region to be normal. At the site of the pain, to the 
right of the umbilical region, was a loop of small 
intestine containing a dark, well-defined shadow 
which suggested a calculus. A diagnosis of simple 
ulcer of the small intestine was made. 

Operation revealed a Meckel’s diverticulum with 
a calculus and the scar of a healed ulcer. As the 
appendix was entirely normal, it was not removed. 
The diverticulum was excised, the opening in the 
wall of the intestine sutured in three layers, and the 
abdominal wound completely closed. Recovery was 
uneventful, and the patient has had no further symp- 
toms. 

Peptic ulcers of Meckel’s diverticulum are identi- 
cal with round ulcer of the stomach in their anatomi- 
cal form, the condition of the tissues around them, 
and their course and outcome. In all of the cases in 
which a histological examination has been made, 
gastric mucosa has been found in the diverticulum. 
These islands of primitive embryonic gastric mucosa 
in abnormal surroundings develop abnormally be- 
cause of lack of function, and the biological condition 
of the mucosa is affected by a change in the secretion 


of the peptic glands which favors ulceration as the 
result of other vascular, nervous, and infective fac- 
tors. 

The only treatment is radical removal of the di- 
verticulum. Auprey G. Morcan, M.D. 


Castex, M. R., Romano, N., and Beretervide, J. J.: 
Insufficiency of the Lleoczcal Valve (La insuti- 
ciencia de la valvula ileo cecal). Arch. argent. di 
enferm. d. apar. digest., 1925, i, 124. 

Experiments on animals and observations on man 
through a cecal fistula have shown that the ileo- 
cecal valve is a true sphincter which retains fecal 
matter in the small intestine until digestion is com- 
plete and prevents regurgitation from the large in- 
testine. Insufficiency of the valve may result from 
mobility of the cwcum, atrophy of the tissues, an 
inflammatory process, a congenital defect, or a 
tumor in the ileocawcal region, but its most common 
cause is dilatation of the cawcum caused by simple 
stagnation of fwcal matter, an excessive accumula 
tion of gas, dyspepsia from putrefaction and fermen- 
tation, chronic colitis followed by atony of the wall, 
or parasitic colitis. 

The symptoms are chiefly the general symptoms 
of intoxication, but there is tenderness on pressure 
over the valve. The valve is situated at the inter- 
section of a line connecting the highest point of the 
crests of the ilium with a line perpendicular to the 
middle point of Poupart’s ligament. In some cases 
the distended caecum can be seen in the right iliac 
fossa and pressure exerted with one hand on the 
ascending colon and the other on the caecum so as 
to force the valve will make the swelling disappear. 
In roentgen examinations of 3,000 patients, Case 
found insufliciency of the ileocwcal valve in one 
sixth. 

The clinical histories of twelve cases are reported 
with the roentgenograms. [xcept in extreme cases, 
the treatment is medical. ‘The intestine should be 
evacuated three or four times a day. ‘The best 
method of supplying sugar to the large intestine to 
favor the growth of flora that will protect against 
putrefaction is the administration of from 60 to 100 
gm. of lactose daily. Cases in which intestinal para- 
sites are present should be treated with yatren, sto- 
varsol, treparsol, or emetine. 

In sixty cases which Kellogg treated nedically a 
cure was obtained in 36 per cent, improvement in 
40 per cent, and slight benefit in 14 per cent. lis 
radical surgical treatment consists in exteriorizing 
the ileocacal region, making a U-shaped suture to 
overcome the invagination of the small intestine, and 
restoring the continuity of the ruptured habenula of 
the caecum. Auprey G. Morcan, M.D. 


Larimore, J. W., and Fisher, A. O.: Tuberculosis of 
the Ceecum. Ann. Surg., 1926, |xxxili, 496 
Tuberculosis of the intestine is of three types 
the hyperplastic, the fibrous, and the ulcerative 
Primary intestinal tuberculosis tends to  reniain 
localized and to be hyperplastic, while the secondary 
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variety, which is more acute, is destructive and ul- 
cerative. The X-ray examination reveals gastric 
hypotonicity and intestinal hypermotility. The 
principal sign of ileocacal or cacocolic tuberculosis 
is the progressively increasing intolerance of the 
cecum to any content. In the authors’ cases with 
ulceration this was demonstrated by fluoroscopic 
observation and palpation. The only other case in 
which it was noted was a case of retroperitoneal sar- 
coma which had raised and displaced the caecum. 

The authors report five cases in which the diag- 
nosis of cecal involvement was made from the X-ray 
findings. In these cases the cacum was removed. 
When the diagnosis can be made from the clinical 
symptoms, the condition is usually beyond operative 
relief. The evidence of gross pathological changes 
in the bowel before its resection was slight. In two 
cases, only the appendix showed gross evidence of 
disease, but in two others there were no significant 
changes in the appendix. ‘The authors reject the 
theory that the appendix is the first intestinal lo- 
calization of the disease. 

In cases of tuberculoma or the hyperplastic type 
of intestinal tuberculosis, surgical removal is often 
indicated to rule out malignancy or relieve obstruc 
tion. The results of resection of the caecum in these 
cases are usually very satisfactory as not infre- 
quently the patient is free from tuberculosis else- 
where. In the operation, great care must be taken to 
prevent infection. 

The article is supplemented by a number of roent- 
genograms. WitiiAm J. Pickett, M.D. 


Oékin, A.: Acute Appendicitis: A Study Based on 
the Material of the Municipal Military Hospital 
of Moscow (Die akute Appendicitis auf Grund des 
Materials des staedtischen Soldatenkovkranken- 
hauses in Moskau). Verhandl. d. 16 russ. Chirur- 
genkongr., Moscow, 1924. 

Of 4,103 cases of appendicitis treated in the 
Municipal Hospital of Moscow, 935 were acute. Six 
hundred and seven were operated upon, the ratio of 
those operated upon to those not operated upon 
being therefore 1:1.8. The critical period: for the 
development of peritonitis is the first eight days. 
Later, the tendency is toward abscess formation. 
Of the 328 cases treated surgically, forty-two were 
operated upon on the first day, forty-four on the 
second day, twenty-seven on the third day, twenty- 
one on the fourth day, twenty on the fifth day, ten 
on the sixth day, twelve on the seventh day, six on 
the eighth day, eleven on the ninth day, six on the 
tenth day, fifty-six between the eleventh and eight- 
eenth days, and seventy-three between the nine- 
teenth and twenty-fourth days, 

A diagnostic error was made in three cases (0.9 per 
cent). In 196 cases the appendix was removed; in 
117, only a laparotomy or extraperitoneal section 
was done; and in fifteen a combined operation was 
performed. 

The author usually operates within the first 
twenty-four hours. When early infiltration has 


occurred without menacing symptoms, he waits 
until the second day. At later stages he operates 
only on the most urgent indications. 

Of the seventy-six deaths in the cases reviewed, 
sixty-eight were due to diffuse peritonitis, four to 
localized peritonitis with abscess, one to narcosis, 
and three to severe complicating diseases. The total 
mortality in the cases of acute appendicitis was 8.1 
per cent. In the cases operated upon, it was 23.2 
per cent. In the forty-two cases in which operation 
was performed on the first day there was one death, 
a mortality of 2.4 per cent. The cause of this death 
was peritoneal sepsis. In the forty-four cases oper- 
ated upon on the second day there were eight 
deaths from diffuse purulent peritonitis, a mortality 
of 18.2 per cent. With operation on succeeding days 
the mortality rose to 33.3 per cent on the third 
day. In cases of diffuse peritonitis the mortality 
was 100 per cent. 

Operation within the first twenty-four hours is 
urgently indicated, but in Russia this is not always 
possible on account of general conditions. 

SCHAACK (Z). 


Hertzler, A. E.: An Inquiry into the Nature of 
Chronic Appendicitis. Am. J. Obst. & Gynec., 1926, 
xi, 155. 

Royston, G. D., and Fisher, A. O.: Appendicitis in 
Pregnancy. Am. J. Obst. & Gyncc., 1926, xi, 184. 

From an investigation to determine the nature of 
chronic appendicitis, HertzLeR draws the following 
conclusions: 

1. Fibrotic changes in the appendix, of whatever 
degree, are not attended by clinical symptoms. 

2. The anatomical structure of the appendix 
which is commonly removed on the diagnosis of 
chronic appendicitis shows no variation from that of 
the appendix of a person without any abdominal 
complaint whatsoever. 

3. Considered in the light of like changes in other 
organs, the minimal changes alleged to be present 
in cases of so-called chronic appendicitis are wholly 
inadequate to explain the symptoms ascribed to 
them. 

4. Mere alleged relief of symptoms after the 
removal of the appendix is not sufficient to prove 
that the appendix was the cause of the symptoms. 

5. The vast majority of patients subjected to ap 
pendectomy for chronic appendicitis do not claim 
relief of their symptoms. 

6. The symptoms alleged to be due to chronic 
appendicitis can be relieved by searching out and 
removing the actual cause, without molesting the 
appendix. 

Royston and FIsHer state that acute appendi 
citis in pregnancy progresses very rapidly, and per 
foration is almost always followed by diffuse, spread- 
ing peritonitis with little tendency toward localiza- 
tion and abscess formation. 

In most instances the diagnosis is not difficult, but 
in some cases the symptoms may be masked by the 
discomforts of a stormy pregnancy. In the presence 
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of acute abdominal symptoms suggesting appen- 
dicitis, the complication of pregnancy should be dis- 
regarded. Early interference in such cases is even 
more urgent, if possible, than in the ordinary case. 

The authors are of the opinion that appendectomy 
should be recommended for women who had attacks 
of appendicitis before they became pregnant. Even 
though they successfully passed through one or more 
attacks, the risk of a recurrence during pregnancy is 
to) great to be disregarded. The results of opera- 
tion in the early months of pregnancy are apparently 
as good as those obtained in the non-pregnant state, 
and the danger of abortion is very slight. Ten cases 
are reported. 

In the discussion of these reports, Hryp said that 
much of the pathology of chronic appendicitis must 
be accepted on faith. He believes that the infected 
appendix should be regarded, not as a single iso- 
lated organ with symptoms of its own, but as an 
irritated viscus which interferes with the harmonious 
action of the entire gastro-intestinal tract. 

A number of years ago, when Heyd had occasion to 
tabulate the so-called ‘‘cures” of chronic appendi- 
citis by appendectomy he was greatly surprised to 
find that a cure was not obtained when the appendix 
was removed for simple, localized pain on the right 
side, whereas in the cases in which the appendec- 
tomy was done for symptoms referable to the upper 
abdomen and there were no demonstrable patho- 
logical changes in either the gall bladder or the 
stomach a cure resulted almost invariably. 

PHANEUF stated that in the late cases he found a 
gangrenous ruptured appendix and frequently be- 
ginning general peritonitis due to lack of localiza- 
tion. A measure which may save life is enterostomy 
or cecostomy done in connection with the appen- 
dectomy. In this procedure a pursestring suture of 
catgut is placed around the base of the appendix, the 
appendix is removed flush with the caecum, a No. 28 
French catheter is introduced into the opening and 
fastened to the edges of the wound with a stitch of 
catgut, and the pursestring is tied. A second purse- 
string suture is usually employed to make the 
catheter more secure in the intestine. The catheter 
is brought out through a stab wound and the ab- 
domen is drained by means of a cigarette drain 
through the primary incision. 

This procedure makes it possible to control dis- 
tention, establish drainage, and introduce glucose 
solution directly into the intestine. 

E. L. Cornett, M.D, 


Neumann, W.: Chronic Appendicitis According to 
the Statistics of the Municipal Military Hos- 
pital of Moscow (Die chronische Appendicitis nach 
Angaben des _ staedtischen Soldatenkovkranken- 
hauses in Moskau). Verhandl. d. 16 russ. Chirur- 
genkongr., Moscow, 1924. 


In the last thirteen years, 3,258 cases of chronic 
appendicitis have been treated on the surgical divi- 
sion of the Municipal Military Hospital of Moscow. 
One thousand and sixty-two of the patients were 
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males. Forty-seven per cent of the patients were in 
the third decade of life. 

Three thousand and eighty-two of the cases were 
operated upon. In twenty-one cases removal of the 
appendix was impossible because of deep infiltra- 
tion. Local anesthesia was employed in 39 per cent. 

Postoperative pneumonia occurred in ninety cases 
(3 per cent), and suppuration in 319 cases (10 per 
cent). There were twenty-two deaths, a mortality 
of 0.7 per cent. The cause of death was narcosis in 
four, peritonitis in fourteen, sepsis in two, hamo- 
philia in one, and labor in one. 

The author believes that appendectomy is indi- 
cated after one attack of appendicitis. 

SCHAACK (Z). 


Eliason, E. L.: Pylephlebitis and Liver Abscess Fol- 
lowing Appendicitis. Surg., Gynec. & Obst., 1926, 
xlii, 510. 

Pylephlebitis and abscess of the liver have come 
to be regarded by many surgeons as the same con 
dition. Liver abscess may arise through four 
channels, the portal veins, the hepatic artery, the 
bile ducts, and possibly, although in no case has this 
been demonstrated, through the lymphatics. 

When the hepatic artery is the portal of entry, the 
abscesses are small and multiple and death results 
from the original blood-stream infection. When the 
bile ducts carry the infection, the abscesses are dis- 
tributed accordingly and pus is found in the ducts. 
In diffuse peritonitis, the lymphatics are probably 
the carriers. It is only when the infection travels by 
way of the portal veins that both pylephlebitis and 
hepatic abscesses occur; even then, the two con 
ditions are not always associated, as is shown by one 
of the cases reported in this article. 

Eliason has collected, in all, fifty-three cases of 
pyephlebitis with twenty-seven deaths, a mortality 
of 59 per cent. In some of these cases the diagnosis 
was not confirmed by operation or autopsy. 

The signs and symptoms include fever, leuco 
cytosis, pain, icterus, tenderness, oedema, nausea 
and vomiting, ascites, lassitude, anorexia, and ema 
ciation. The last three were marked in every case. 
In cases presenting the symptoms mentioned and, in 
the region of the lower ribs in the mid-axillary line, 
a firm or boggy cedema with the characteristics of a 
lymph rather than a vascular oedema, Eliason be 
lieves an exploration is warranted. The X-ray find- 
ings are important. 

The author reports twelve cases of liver abscess 
and two of pylephlebitis. In seven of twelve cases 
of liver abscess only a single abscess was found. The 
oldest patient was 67 years of age. ‘The youngest 
with abscess was 13 years old, and the youngest with 
pylephlebitis, 7 years old. Seven of the fourteen 
patients survived. In the sixty-seven cases reported 
to date—fifty-three in the literature and fourteen 
reported in this article—the mortality was 54.5 per 
cent. 

If a careful study of the reported cases is made, 
two startling facts are brought to light: the first, 





110 INTERNATIONAL ABSTRACT OF SURGERY 


that in every case a provisional diagnosis or a re- 
tained diagnosis of right basal pneumonia was made, 
and the second, that a positive operative diagnosis 
was made very tardily. ‘The treatment was surgical. 

The author draws the following conclusions: 

t. Pylephlebitis and liver abscess are not identi- 
cal. They occur as a complication in from 0.1 to 0.4 
per cent of cases of appendicitis. 

2. The X-ray and fluoroscope aid in the early 
diagnosis by showing a high diaphragm, the move- 
ment of which is sometimes restricted. 

3. Local oedema and prominent veins are valuable 
diagnostic signs. 

4. Pain is not always present. [t is noted most 
when the infection is in or on the upper surface of 
the liver. 

5. Pneumonic signs are frequently the result of 
lung compression rather than pneumonia. 

6. Jaundice is practically a constant sign. 

7. The presence of lassitude and anorexia is very 
suggestive in the diagnosis. 

8. The prognosis is not always poor since recov 
ery results in 54 per cent of the cases. 

g. Operation through the diaphragm is the treat- 
ment of choice. Cart R. SteInKE, M.D. 


Cantelmo, O.: An Experimental Study of the Phys- 
iopathology of Ileosigmoidostomy (Contributo 
sperimentale alla fisiopatologia delle ileosigmoid- 
ostomie). Ann. ital. di chir., 1925, iv, 1091. 

Cantelmo reports his experimental work on eight 
dogs. The histological structure and function of the 
colon are practically the same in the dog and man, 
but in the dog there is no sigmoid in the true sense 
of the word, the descending colon passing to the 
ampulla without any flexure. Anastomosis between 
the ileum and the lower part of the colon in the dog 
is equivalent to ileosigmoidostomy in man. 

Four of the author’s dogs died, the mortality being 
therefore 50 per cent. In all of those which died the 
intestine was full because a purgative had not been 
given or an enema was not effective. In the only one 
of these dogs in which no operative measures had 
been taken to exclude the intermediate tract of the 
intestine, nutrition remained normal, while in the 
three in which stenosis of the intermediate tract had 
been brought about, nutrition was very poor. 

The report is supplemented by roentgenograms of 
the eight animals. From these and examinations of 
the specimens the author concludes that, in the dog, 
a low ileocolostomy has little effect in deviating the 
current of intestinal centents from its normal path 
unless operative measures are taken to bring about 
stenosis of the intermediate tract. The current 
passes over the anastomotic opening without becom- 
ing engaged in it and follows its old path unless the 
lumen of the ileum is obstructed in some other way, 
as, for example, by peritoneal bands. If the ileo- 
colostomy is supplemented by stenosis of the post- 
anastomotic segment of the intestine, the current is 
deviated and passes through the new opening. When, 
under the same experimental conditions, the post- 





anastomotic ileum is obstructed, the pre-anastomotic 
part of the colon assumes a compensatory function in 
acting on the chyme which flows back from the post- 
anastomotic terminal colon. The reflux into the inter- 
mediate colon following a low ileocolostomy does 
not seem to be any greater than is necessary for this 
compensating action. 

In comparing low ileocolostomy with anastomosis 
bet ween the ileum and higher segments of the colon 
the author found that the former is less apt to be 
followed by reflux into the cecum with stagnation 
of the intestinal contents. After a high anastomosis, 
enormous accumulations of faces sometimes occur 
in the cecum. Low ileocolostomy had the disadvan- 
tage of excluding a long tract of the intestine, while 
high anastomosis is associated with the danger of 
serious reflux. The author believes that the former 
is less dangerous than the latter. 

Auprey G. Morcan, M.D. 


Mandl, F.: The Field of Application of the Primary 
and Secondary Drawing-Through Procedure 
Following Resection of Rectal Cancer by the 
Sacral Route; Alsoa Demonstration of the Pos- 
sibility of Artificial Prolapse and Its Applica- 
tion (Zur Anwendungsbreite des primaeren und 
sekundaeren Durchzugsverfahrens nach Resektion 
des Mastdarmkrebses auf sakralem Wege; gleich- 
zeitiger Hinweis auf die Moeglichkeit einer kuenst- 
lichen Prolabierung und deren Ausnutzung). Arch. f. 
klin. Chir., 1925, CXXXVi, 479. 

Even though a number of leading surgeons have 
recently contended that a truly radical operation for 
cancer of the rectum can be accomplished only by 
a combined operation, the sacral operation is still 
regarded as the method of choice at the Hochenegg 
Clinic. 

In the author’s opinion, the drawing-through pro- 
cedure is the safest method of treating the gut after 
resection of the rectum. He attributes Kirschner’s 
poor results with it to its performance in the absence 
of a definite indication and the use of an incorrect 
technique. 

Gangrene of the gut must be avoided. The part 
of the gut to be drawn through must be well nour 
ished; therefore no blood vessel that is important for 
its nutrition should be ligated, and the part of the 
gut drawn through must not be subjected to too great 
tension. The proximal portion of the intestine must 
be applied to the anus or the peripheral portion of the 
gut without tension. 

In order to maintain the viability of the part of the 
gut drawn down, the wound cavity should be made 
as small as possible, the soft parts drawn toward the 
intestinal wall, and care taken that gauze tampons 
are not placed tightly around the gut. In cases in 
which, from the beginning, errors of asepsis cannot 
be avoided, the surgeon should proceed antiseptically 
by wiping with Pregl’s iodine solution. 

Before the gut is drawn through, the proximal 
portion should be closed completely with gauze. 

In the peripheral portion of the rectum, the 
mucosa should first be removed. 
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The technique as regards the portion of the gut 
brought to the anus should be as simple as possible. 

In the after-treatment, it is most important to 
prevent stenosis of the anus. Consequently the 
sphincter portion must be subjected to the syste- 
matic use of bougies, beginning about ten days after 
the operation. 

The author discusses also the so-called secondary 
drawing-through technique of Weil. For cases in 
which, after resection of the rectum, there is com- 
plete separation of the afferent portion of the gut 
from the anal portion with prolapse of the former, 
Weil suggested drawing the prolapsed portion of the 
gut through the peripheral portion after opening 
of its upper cicatricially contracted end. On the 
basis of quite a large number of favorable results ob- 
tained with this method, the author suggests that 
in every case in which a resection can be undertak- 
en with maintenance of the sphincter portion and 
in which any difficulty is experienced in the circu- 
lar suture or the drawing-through method, the 
sphincter portion be left and the proximal portion 
of the sacral anus be loosely sutured. An attempt 
might then be made to produce a prolapse from 
the sacral anus by artificial methods. With the 
development of the prolapse the quite reliable sec- 
ondary drawing-through procedure could be done. 

Dencks (Z.) 


Powilewicz, A.: Imperforate Anus Corrected by 
Operation; Associated Megasigmoid (Imperfora- 
tion anale opéree et guérie; mégacdlon sigmoidien 
concomitant). Bull. Soc. d’obst. et de gynéc. de Par., 
1925, Xiv, 637. 

The author reports the case of an infant which was 
brought for treatment on the third day after birth 
because of vomiting, abdominal distention, and ab- 
sence of bowel movements. Examination revealed 
complete absence of the anus. The skin over the 
anal region was perfectly smooth. 

Operation was performed immediately. Through a 
longitudinal median incision and an incision joining 
the ischial tuberosities, the blind pouch constituting 
the rectum was found 1'% cm. below the surface. 
This pouch was opened, drawn down, and sutured 
to the skin. The infant recovered, and when seen 
a year later was normal. At that time, at the sug- 
gestion of Couvelaire, the intestine was examined 
with the X-ray. This examination revealed marked 
distention of the sigmoid and of the lower part of 
the descending colon. As no secondary constriction 
had followed the operation, the distention was re- 
garded as congenital. 

In the discussion of this case, COUVELAIRE cited a 
case of the same type in which the megacolon was 
not discovered until adult life. The patient, a wom- 
an, was operated upon in the third month of preg- 
nancy for what was thought to be a cyst. Instead, a 
dilated pelvic colon containing a faecal impaction 
was found. The fecal mass was broken up. After 


the operation the pregnancy continued normally to 
ALBERT F. De Groat, M.D. 


term. 
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Madelung, O. W.: Empalement Wounds of the 
Anus and Rectum (Pfachlungsverletzungen des 
Afters und des Mastdarms). Arch. f. klin. Chir., 
CXXXVII, I. 

The author collected 276 cases of empalement 
wounds of the anus and rectum. ‘Thirty-five years 
ago he pointed out the importance of this type of 
injury and since that time has followed the subject 
with special interest. 

Madelung describes the different methods by 
which such wounds may be produced and their char 
acter. They may be classified anatomically into 
wounds of the rectum and their complications such 
as wounds of the vagina, the connective tissue, and 
the bones of the pelvis; wounds of the bladder and 
urethra; and wounds of the peritoneum and the in 
traperitoneal organs. 

The clinical course varies according to the severity 
of the injury. Of the patients whose cases are re 
viewed, twenty-nine died within the first forty-eight 
hours. ‘The symptoms associated with each type of 
wound are described. Peritonitis in particular is dis 
cussed. Of 103 cases of involvement of the perito 
neum, peritonitis developed in eighty-four. Thirty 
two of the patients with peritonitis recovered. Of 
these, twenty-three were subjected to laparotomy. 
Fifty-two died. 

Of the 103 persons sustaining a rectal wound open 
ing into the peritoneal cavity, forty-three recovered 
and sixty died. Of forty-four who were subjected to 
laparotomy, twenty-nine recovered and fifteen died. 

In the diagnosis, attention should be given to 
the direction and depth of the empalement, par 
ticularly with regard to the presence of an opening 
into the peritoneal cavity. ‘The author gives detailed 
instructions concerning the examination in different 
types of injury. 

The patient should be treated in a hospital, since 
even when the external wound is small there may be 
a severe internal injury. When possible, he should 
be transported to the hospital in the sitting position. 

In doubtful cases, a laparotomy should be per 
formed without delay; involvement of the perito 
neum is nearly always disclosed. Enemata should 
never be given under any circumstances. [xternal 
suture of the wound is also dangerous. The treat- 
ment indicated in involvement of the different organs 
is described in detail. SCHUENEMANN (Z.) 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Fetter, W. J.: The Present Status of Functional 
Tests of the Liver. Allantic M.J., 1926, xxix, 289. 
Grier, G. W.: X-Ray Diagnosis of Diseases of the 
Liver and Gall Bladder. Atlantic M.J., 1926, xxix, 


293. 
Maclachlan, W. W. G.: The Significance of Bile 
Pigment. Aflantic M.J., 1926, xxix, 297. 
Ferrer attaches definite clinical value to the liver 
function test with phenoltetrachlorphthalein accord 
ing to the method of Rosenthal, a procedure in which 
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the rate of liver excretion is estimated by determin- 
ing the amount of the dye retained in the blood 
serum. However, when obstructive jaundice is 
present, the value of the test is lessened because 
liver function and jaundice are parallel in degree. 
The dye test is indicated, therefore, in non-obstruc- 
tive cases. 

The tolerance tests of the functional capacity of 
the liver, when dealing with carbohydrates, Fetter 
has found disappointing. 

GRIER states that the X-ray is of little aid in the 
diagnosis of liver disease unless the contour of the 
organ has been changed by disease. Direct evidence 
of carcinoma or other tumors can sometimes be ob- 
tained by roentgen examination, and shadows of 
stones in the gall ducts or gall bladder are often 
demonstrated. 

When stones fail to cast shadows, their presence 
may be revealed following the use of sodium tetra- 
iodophenolphthalein which is excreted through the 
liver and renders bile opaque to the X-ray, thus 
causing shadows corresponding to the shape of the 
gall bladder whenever it is possible for the dye-laden 
bile to enter that organ. The absence of the gall- 
bladder shadow when the technique is dependable 
indicates obstruction of the cystic duct. 

Grier advocates the use of pneumoperitoneum in 
the differentiation of liver disease from other con- 
ditions in the hepatic region, such as pathological 
masses above the diaphragm. 

MACLACHLAN gives a comprehensive review of the 
theories of the formation of bile pigment, citing the 
opinions of Blankenhorn, McNee, Mann, McMas- 
ters, Whipple, Hooper, Rous, Van den Bergh, Muel- 
engraht, Rich, and Bumstead. 

He believes that bile pigments can be produced 
without the liver, the liver merely storing or excret- 
ing them. He uses the tests for bile pigments as an 
aid to early diagnosis. Attention is called to the fact 
that the classical examination of the sclerw and skin 
in bright daylight seldom fails to reveal icterus if it 
is present. 

When Maclachlan desires to make a test for bile 
pigments in the urine, he instructs the patient to 
decrease his fluid intake in order to concentrate the 
urine. Dennis W. Crite, M.D. 


Snell, A. M.: The Clinical Application of Recent 
Studies on Jaundice. Surg., Gynec. & Obst., 1926, 
xlii, 528. 

Recent physiological studies have definitely es- 
tablished the fact that bilirubin, the principal pig- 
ment of human bile, is formed outside the liver from 
hemoglobin. Mann and his coworkers at the Mayo 
Clinic have brought forward evidence to show that 
this transformation is effected chiefly in the spleen 
and bone marrow, presumably through the agency 
of the reticulo-endothelial system. 

According to McNee, an excess of bile pigment in 
the blood stream may be due to: (1) the excessive 
production of bilirubin from haemoglobin, (2) ob- 
struction in the bile passages with subsequent re-ab- 


sorption of bilirubin, or (3) disturbance of the func 
tion of the polygonal liver cells and their failure to 
excrete bilirubin in quantities sufficient to keep pac« 
with production. 

The types of jaundice resulting from these condi- 
tions may be classified as hemolytic, obstructive, 
and toxic or infectious. A basis for differentiation is 
furnished by van den Bergh’s test, which gives an 
indirect reaction in haemolytic jaundice, a direct re- 
action in obstructive jaundice, and either a delayed, 
biphasic, or direct reaction in the toxic or in- 
fectious type. This test, while not an entirely satis- 
factory basis for such differentiation, is most useful 
in the recognition of latent jaundice and the quanti- 
tative study of bile pigments in the blood stream. 

It has been difficult to show changes in carbo- 
hydrate and protein metabolism in jaundiced pa- 
tients by means of functional tests, but in jaundiced 
animals diminished fructose tolerance and lowering 
of the blood urea occur quite constantly. Since a 
liberal supply of carbohydrate has been shown to 
protect the liver from toxic injury, and since de- 
fective carbohydrate metabolism is known to ac- 
company jaundice, diets high in carbohydrates and 
intravenous injections of glucose have been used 
clinically in such cases with gratifying results. 

In studies of liver function in experimental ani- 
mals and in patients a remarkable parallelism be- 
tween the degree of jaundice and the degree of re- 
tention of dyes, such as phenoltetrachlorphthalein, 
is shown. The reasons for this are obscure, but cer- 
tain observations seem to show that the dye reten- 
tion may be due to functional impairment in the 
liver cells as well as to a pathological change. ‘This 
is demonstrated by the fact that dye retention ac- 
companies intravenous injections of sublethal doses 
of dilute whole bile, and that there is an immediate 
development of high-grade dye retention in experi- 
mental animals after cholecystectomy and ligation of 
the common duct. In such cases no adequate patho- 
logical basis for the dye retention can be demonstrat - 
ed. It is apparently not justifiable to reckon damage 
to the hepatic parenchyma due to jaundice in terms 
of phenoltetrachlorphthalein retention alone; a 
number of other factors must be taken into account. 

Other constituents of bile, such as taurocholic and 
glycocholic acid, are retained during obstructive 
jaundice and may have a profound effect on the 
organism. Recent methods have been developed! for 
the study of bile acids in the blood, and at the Mayo 
Clinic experimental and clinical work is being under- 
taken to determine their réle in obstructive and dis- 
sociated jaundice. 


Rodriguez, M. C.: Primary Pyopneumocyst of the 
Liver (Pioncumoquiste primitivo de higado). Semana 
méd., 1925, XXxiii, 824. 

The author reports two cases of primary pyo- 
pneumocyst of the liver with postoperative septic 
complications. ‘The first patient was a man of 37 
years who came for treatment for pain in the right 
hypochondrium, slight fever, and a subicteric color 
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of the conjunctiva. After he had been in bed under 
observation for a week he was suddenly seized with 
intense pain in the right hypochondrium associated 
with vomiting, a small, rapid pulse, and a tempera- 
ture of 35.9 degrees C. 

On examination, the right lobe of the liver was 
found greatly enlarged and the liver dulness replaced 
by tympany. An eosinophilia of 4 per cent was 
present. The Wassermann test was negative. The 
stools were colorless. No parasites, ova, or vesicles 
were discovered. Roentgen examination showed the 
right side of the diaphragm to be very high and 
almost motionless, and disclosed, beneath the dia- 
phragm, a semilunar clear zone bounded below by a 
straight line which moved when the patient’s position 
was changed. 

At operation, performed under ether anasthesia, 
a cyst was found in the liver and a large amount of 
gas, pus, and vesicles was discharged. Free drainage 
was established. 

On the twelfth day the patient’s temperature was 
40 degrees C., profuse sweating occurred, the pulse 
was small and rapid, and there was marked prostra- 
tion. A frank septicamia then developed with car- 
diac weakness and a temperature varying from 37 
to 41 degrees C. Under treatment with autogenous 
vaccines, fixation abscesses, and irrigation of the 
abscess cavity with a disinfectant, the patient re- 
covered. 

The second case was that of a man of 35 years 
who, four years ago, had had pain in the right hypo- 
chondrium radiating to the shoulder. ‘This pain 
ceased spontaneously, but a short time before the 
patient consulted the author it recurred suddenly 
with nausea and vomiting, a temperature of 40 de- 
grees C., frequent urination, and copious diarrhoea. 

On examination, the right lobe of the liver was 
found enlarged. Extending from the fourth rib to the 
costal margin was a tympanic zone surrounded by 
dulness. ‘The intradermal hydatid test was weakly 
positive. The eosinophiles equaled 23 per cent. The 
Wassermann test was negative. The roentgen pic- 
ture was similar to that in the author’s other case. 

Operation was performed under novocain-adrenalin 
anesthesia by the transpleurodiaphragmatic route. 
The abscess was found about 1 cm. below the surface 
of the liver. A large amount of gas and foctid pus 
containing vesicles was discharged. Free drainage 
was established. Signs of insufficiency of the liver 
developed a week later, and the patient died after 
two days. Auprey G. Morcan, M.D. 


Ricen, L.: Cholecystitis and Diabetes. Northwest 
Med., 1926, xxv,191. 

In injection experiments on dogs the author suc- 
ceeded in demonstrating that lesions of the islands of 
Langerhans resulting in the symptoms of diabetes 
can be produced by hematogenous infection main- 
tained for a sufficiently long period of time. The fact 
that he never succeeded in lowering the sugar toler- 
ance of animals in which the gall bladder had been 
removed suggests that the infected gall bladder may 





damage the pancreas, and particularly the islands of 
Langerhans, to such an extent as to produce diabetic 
symptoms. 

Whenever the injections produced a febrile re- 
action, the micro-organisms injected were found in 
the gall bladder. This explains, in part at least, the 
well-known fact that infections seriously aggravate 
the symptoms of diabetes. Cart R. Steinke, M.D. 


Martin, E. D.: Complete Cholecystostomy Versus 
Cholecystectomy in Cases of Empyema of the 
Gall Bladder. South. M.J., 1926, xix, 198. 


The author describes an original surgical procedure 
for the relief of the patient who is acutely sick from 
empyema of the gall bladder. This operation may 
result in a cure and requires no more time than that 
necessary for drainage of the gall bladder. It was 
first employed as a temporary and life-saving meas- 
ure. To date, it has been performed in twelve cases 
with satisfactory and permanent results, but it is not 
recommended to replace cholecystectomy when the 
latter is indicated and can be done without increasing 
the risk. 

The usual incision is made through the right rec- 
tus and the other abdominal viscera are packed off 
sufficiently to expose the gall bladder from its fundus 
to the cystic duct. The gall bladder is emptied with 
suction apparatus, swabbed out with iodine, and 
then packed with gauze to prevent the escape of pus 
when it is opened. It is incised from the fundus to 
the cystic duct. If the gall bladder is small, no effort 
is made to remove redundant tissue. If it is greatly 
distended, as much of its wall is cut away as neces- 
sary and all bleeding points are ligated. A cigar 
drain with a tube in the center is sutured against the 
mucous surface. No adhesions are freed except those 
interfering with the performance of the operation. 
The complications of the operation have been neg- 
ligible. Suirtey C. Lyons, M.D. 


Giordano, D.: The Development of Carcinoma in 
Calculous Cholecystitis (Della comparsa di car- 
cinoma entro a talune colecisti calcolose). Riforma 
med., 1925, xli, 1157. 

Giordano has found cancer in one of every seven- 
teen of cases in which he has performed an operation 
for gall stones. He reports the case of a 63-year-old 
woman in whom an operation for gall stones re- 
vealed an adenoma of the gall bladder. The patient 
was living and well fourteen years after the operation. 
Giordano believes that if the tumor had not been re- 
moved, it would probably have undergone malignant 
degeneration. 

A man 61 years old who was operated upon for gall 
stones and found to have cancer had suffered from 
attacks of gall-stone colic for twenty-five years. 
Giordano believes that if this patient had been oper- 
ated upon earlier his life would have been saved. 

In another case a cancer of the pancreas was 
found. 

Giordano concludes that the irritation of gall 
stones is often responsible for the development of 
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cancer, and while he does not hold that operation 
should be performed immediately in every case of 
gall-stone colic, he believes that if a reasonable 
period of medical treatment does not cure the symp- 
toms, the patient should be sent to the surgeon as 
operation may save him not only from gangrene or 
perforation of the gall bladder and suppurative 
cholangeitis but also from malignant degeneration. 
Auprey G. Morcan, M.D. 


Castex, M. R., and Galan, J. C.: Giardiasis of the 
Biliary Tract (La giardiasis de las vias biliares). 
Arch. argent de enferm. d. apar. digest., 1925, i, 39. 

The giardia intestinalis is a flagellate protozoan 
which inhabits the intestine of manand someanimals. 
It was first described by Lambl in 1859. In 1888 it 
was named “lamblia intestinalis” by Blanchard. 

The parasite has two forms, the vegetative and the 
cystic. Its chief habitat is the duodenum and the 
upper part of the jejunum, but it sometimes enters 
the gall bladder or bile ducts and, in exceptional 
cases, the stomach. It may be found in the faces 
or the fluid obtained by sounding. the duodenum. 
‘The manner in which the infection occurs in man is 
not known. Rats, mice, and cats have been con- 
sidered hosts of the parasite, but the identity of the 
Lypes occurring in man and animals has not yet been 
proved. Some investigators believe that the parasite 
is water-borne as it has been found in the sediment of 
porcelain filters. 

A greater number of the authors’ patients with 
giardiasis have suffered from constipation than from 
diarrhoea. ‘The syndrome includes dyspepsia, an- 
orexia, loss of weight, painful distention of the abdo- 
men, and enlargement of the liver, the last sometimes 
associated with pain and occasionally associated 
with icterus. In some of the cases there was pain in 
the duodenal region coming on two or more hours 
after meals, resembling that of duodenal ulcer or 
chronic cholecystitis, and associated with vomiting, 
eructation, or nausea. In almost all of the cases the 
condition was accompanied by headache, pain in the 
nape of the neck, physical and mental prostration, 
insomnia, neuralgia, and painful precordial oppres- 
sion. In some cases there were symptoms resembling 
those of true cholelithiasis. Periduodenitis was found 
inmany. The clinical details of nine cases are given. 

Giardiasis is one of the most dillicult parasitic dis- 
eases to cure. The authors have obtained the best 
results with salvarsan. Experiments on animals have 
shown that salvarsan must be given in large doses, 
but this is more or less dangerous as the liver is en- 
larged and hepatic function is more or less insutti- 
cient. Kantor recommends beginning with 0.60 gm. 
and increasing the dose rapidly to 0.90 gm. 

AupreY G. Morcan, M.D. 


Coffey, R. C.: Dilatation of the Common Bile Duct 
in the Absence of a Functioning Gall Bladder. 
Ann. Surg., 1920, Ixxxiii, 479. 


The author has demonstrated by experiments 
that when a duct is implanted without valve forma- 


tion the duct dilates, but when a valve is produced, 
it does not dilate. The pressure within the gall ducts 
is much less than the static pressure within the 
bowel. Peristalsis within the duodenum produces 
an interval of lower pressure or a relative vacuum 
during which bile may escape into the duodenum. 
When the duodenum is at rest, the valve at the out- 
let of the duct is closed and bile must remain in the 
biliary system. 

The gall bladder is the chief reservoir for bile 
when digestion is not going on. In the absence of a 
functioning gall bladder, due to disease or removal 
of the organ, the bile ducts become dilated. This dil 
atation is not entirely harmless, as the author dem 
onstrates by the histories of two cases in which the 
gall bladder had been removed for gall stones. In 
both of these cases the symptoms continued and at 
a second operation, performed some time later, the 
commen duct was found dilated to the diameter of 
34 in. and greatly thickened. ‘The bile within the 
duct was normal in color and consistency, and there 
was no evidence of stone formation or other obstruc 
tion. 

The author concludes that dilatation of the ducts 
is alone sufficient to account for the persistence of 
symptoms. Wicciam J. Pickerr, M.D. 


Chiray, Lebon, and Gozlan: A Study of External 
Pancreatic Insufficiency as Indicated by the 
Enzymes in the Duodenal Juice Removed with 
a Sound (Etude de Vinsullisance pancréatique 
externe par le dosage des enzymes dans le suc duo- 
dénal prélevé par tubage). Bull. et mém. Soc. méd. d. 
hép. de Par., 1925, xl, 1646. 


The authors studied pancreatic function by de- 
termining the enzymes in the duodenal juice before 
and after the administration of a pancreatic stimu- 
lant. While there are many substances that stimu- 
late pancreatic secretion, most of them are unsatis- 
factory for such studies as they stimulate also the 
secretion of the stomach, liver, and intestines; as a 
result the pancreatic juice is greatly diluted and the 
dilution brings about a decrease in the concentration 
of the enzymes that may appear pathological when 
it is not. ‘This source of error was found with the 
use of hydrochloric acid, ether, peptones, insulin, 
histamin, and secretin. 

Of the substances investigated, only milk gave a 
practically constant increase in the enzymatic power 
of the duodenal juice, and as this fact was discovered 
only recently, exact measurements of the normal and 
pathological values of the external pancreatic secre- 
tion have not yet been worked out. Irom the findings 
made to date it appears that the lipase activity of 
the duodenal juice collected under the conditions 
mentioned should exceed 50 c.cm. of decinormal soda 
and the proteolytic activity should exceed ro c.cm. of 
decinormal soda. 

After the introduction of the duodenal sound, from 
40 to 60 c.cm. of a solution of 33 per cent magnesium 
sulphate is first introduced to empty the gall bladder 
of its contents. After the evacuation of all of the 














=O a= 


ie 


10) 





SURGERY OF THE ABDOMEN 11S 


gall-bladder bile and a few cubic centimeters of Bile 
C, 60 c.cm. of warm whole milk is injected slowly. 
The opening of the sound is then closed to keep the 
milk from flowing out. At the end of half an hour the 
duodenal juice is removed by aspiration or siphon- 
age. Sometimes it is necessary to inject a little warm 
water to start the flow. In the duodenal fluid re- 
moved in this way the ferments are measured at 
intervals of ten minutes, the lipase being determined 
by the author’s modification of Bondi’s method and 
the trypsin by the method of Gaultier, Roche, and 
Baratte. 

Damade and Grailly attribute the stimulating 
action of milk on the pancreas chiefly to the milk fat 
as they found a greater increase in the ferments 
after the use of whole milk than after the use of 
skimmed milk. Auprey G. Morcan, M.D. 


Escudero, P. H., Terrada, H. M., and Gallino, M.: 
Cystic Tumors of the Head of the Pancreas; 
Roentgenological Diagnosis (Tumors quisticos de 
la cabeza del pancreas; diagnéstico radiolégico). 
Arch. argent. de enferm. d. apar. digest., 1925, i, 342, 

A discussion of the X-ray picture of pancreatic 
tumor of the cystic type is followed by a brief review 
of the clinical findings in a case studied by the 
authors. In the latter, the tumor was visible in the 
right epigastrium and was palpated as an irregular, 
firm mass located chiefly in the right epigastrium 
and the umbilical region. It could be displaced over 
into the left side of the abdomen and a couple of 
fingerbreadths downward without causing pain, but 
pressure over the left pole or attempts to displace 
the mass upward resulted in intense pain in the lum- 
bar region. ‘The tumor itself was insensitive. 

X-ray examination at the time of the ing. ion of 
the contrast medium and at the fourth, sixth, -ighth, 
and eighteenth hour demonstrated only a long, 
vertically placed stomach with the floor of the an- 
trum below the level of the iliac crest, the whole 
displaced to the left, and progressive stages of filling 
of the duodenum, which encompassed the tumor, 
forming a large C with its concavity to the left. ‘The 
duodenum was somewhat dilated, and its shadow 
curve was cut off suddenly as though the duodenal 
lumen had been closed by compression at the point 
where the inferior and ascending part crossed the 
vertebral column. Good roentgenograms were ob 
tained only by filling the stomach with contrast 
material and then expressing the material manually 
through the pylorus into the duodenum. It was im- 
possible, however, to force the contrast material or 
to introduce the duodenal sound beyond the point of 
seeming compression. 

The condition was diagnosed as a tumor compress- 
ing the stomach at the greater curvature, causing de- 
formity of the antrum and dislocation of the pylorus, 
and gravely compromising gastric evacuation. Oper- 
ation disclosed a cystic tumor compressing the 
stomach and duodenum but without adhesions. 
Upon incision, the mass suggested a round-cell sar- 
coma which was not removable. A gastro-enteros- 


tomy was effected with relief of the symptoms due 
to poor evacuation of the stomach and duodenum. 
Joun W. Brennan, M.D. 


Ashby, H. T., and Southam, A. H.: Splenic Anz- 
mia of Young Children Treated by Splenec- 
tomy. Brit. M.J., 1926, i, 411. 


Splenic anemia of young children, sometimes called 
von Jaksch’s disease, occurs in the first three years 
of life and is characterized by marked enlargement 
of the spleen and general debility. The condition is 
chronic, and in advanced cases the prognosis is un- 
favorable. 

In the treatment, the X-ray, arsenic, and iron 
have been found of little -value. The authors report 
three cases treated during the past year by splenec- 
tomy preceded by roentgen irradiation and blood 
transfusion. In all of these cases there has been 
apparently rapid improvement in both the general 
health and the blood picture. 

I. Epwarp Bisukow, M.D. 


Whipple, A. O.: Splenectomy as a Therapeutic 
Measure in Thrombocytopenic Purpura Haem- 
orrhagica. Surg., Gynec. & Obst., 1926, xlii, 329. 

The etiology of purpura hwmorrhagica is not 
known, the pathology ill-detined, and the differential 
diagnosis at times diflicult. In the treatment, splen- 
ectomy is done because in many cases of chronic 
purpura the spleen is enlarged and as the removal of 
the normal spleen results in an initial increase in 
blood platelets, the procedure seemed logical in a 
disease characterized by a low platelet count. As 
the reticulo-endothelial cells get rid of jaded or 
excessive blood platelets, it seemed logical to assume 
that in a disease such as purpura hwmorrhagica, 
in which the platelets are few or absent, some part 
of this system is overactive and if the overactive 
cells are largely limited to the spleen, the removal 
of this organ would promise good immediate and prob 
ably permanent results. On the other hand, if the 
entire reticulo-endothelial circle is involved, splen 
ectomy would remove only a part of the overactive 
apparatus and in the presence of such a profound 
vascular disturbance as that in the acute form of 
purpura, would be extremely hazardous. 

It appears that in purpura hemorrhagica the blood 
platelets are formed in normal numbers but are de- 
stroyed by overactive phagocytosis in the spleen 
and other parts of the reticulo-endothelial appa- 
ratus. 

Purpura hemorrhagica is characterized by five 
fairly definite findings: (1) paucity or absence of 
platelets, (2) a prolonged bleeding time, (3) failure 
of the clot to retract, (4) a normal clotting time, and 
(5)-the appearance of petechia in the skin of an 
extremity below a tourniquet applied to shut off the 
venous but not the arterial flow. 

When once the diagnosis has been made, it must 
be determined whether the disease is present in the 
chronic recurrent form or in the acute fulminating 
form. The former type is usually cured by splenec 
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tomy promptly and permanently, while the latter is 
seldom influenced favorably by it. 

Of eighty-one collected cases, eight were operated 
upon during the acute stage with seven deaths. In 
seventy-three cases of the chronic form there were 
only six postoperative deaths. 

Harry W. Fink, M.D. 


Mayo, W. J.: The Mortality and End-Results of 
Splenectomy. Am.J. M.Sc., 1926, clxxi, 313. 


Before recommending the removal of a diseased 
spleen the physician must satisfy himself that cure 
by medical measures cannot be expected and that 
the prospects of cure by splenectomy are sufliciently 
good to make the operation worth the immediate 
risk to the patient. 

The author’s purpose in this communication is to 
analyze briefly, from the standpoint of operative 
mortality, the experience with 417 cases in which 
splenectomy was performed, and to comment on the 
after-history of the patients as related to the opera- 
tion. 

The spleen is a hemolymph gland which belongs 
to the reticulo-endothelial system and has three 
known functions. Its first function is to filter from 
the blood stream micro-organisms and various toxic 
ageats. These it destroys or sends to the liver for de- 
struction or detoxication. The failure of the spleen 
to function as a filter results in its enlargement as in 
malaria and syphilis and the chronic toxic spleno- 
megaly of the splenic anemia type. 

The second function of the spleen is to produce 
white blood cells, one of the most important being 
the lymphocyte, without which there would be no 
healing of wounds or repair in the body. All of the 
white blood cells have defensive functions, especially 
the large mononuclear endothelial leucocyte. In 
cases of leukawmia a malignant expression is mani- 
fested in the unlimited production of white blood 
cells which have the power of oxidation through their 
nuclear activities but are without function because 
of the lack of cytoplastic control. 

The third function of the spleen is to destroy worn- 
out or deteriorated red blood cells, a process in which 
bile pigments are found. An unnecessary destruc- 
tion of the red blood cells which produces the sub- 
oxidation of anaemia is one result of excessive splenic 
activity due to an increase in the size of the spleen 
from any cause. A specific action of the spleen on red 
blood cells is seen in its destruction of red cells with 
increased fragility, as in cases of haemolytic icterus, 
and the destruction of the blood platelets, which 
is characteristic of chronic haemorrhagic purpura. 
Possibly the enlargement of the spleen in these two 
conditions, as well as in certain other conditions, is 
to some extent the result of “‘work hypertrophy.” 

Sufficient clinical experience is now at hand to 
demonstrate beyond peradventure that in a number 
of diseases which would otherwise prove fatal, re- 
moval of the spleen will effect a cure. 

The statistics of early splenectomy show that the 
mortality was formerly from 25 to 35 per cent. The 
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number of cases not being large, it is fair to assume 
that the high death rate led to delay of operation 
until the patient’s condition grew so serious that 
splenectomy was certainly more than justified as a 
last resort. 

A vicious circle was thus established in which the 
high mortality brought about a delay responsible for 
a still higher mortality. Operative methods in the 
early history of splenectomy left much to be desired, 
but better technique, of which Balfour’s method 
of splenectomy is a fine example, has greatly reduced 
the surgical death rate. 

From April 1, 1904, to January 1, 1926, splenec- 
tomy was performed in the Mayo Clinic in the fol 
lowing 417 consecutive cases: 

Hospital 


mortality 
Cases Cases Per cent 


Cause 


Disease of the spleen due to infection 


and toxic agents................. 199 29 15.3 
Abnormality of the white blood cells. 50 2 4.0 
Abnormality of the red blood cells. . . 147 7 4.8 
Splenic neoplasm.................. 10 3 30.0 
Surgical accident.................. 10 
Indefinite and unclassified. ......... 10 I 10.0 


Gee ie Anns se meaeales 


Krom this table it is seen that the average hospital 
mortality was slightly more than 10 per cent. All 
of the deaths that occurred in the hospital, without 
regard to the cause or the time, are included. If one 
adopted the thirty-day rule, that is, considered that 
if death took place more than thirty days after opera 
tion without surgical complication it was not an 
operative death, there would be a marked improve- 
ment in these statistics, but unless an arbitrary 
method of classifying mortality is adopted, the ten- 
dency is, unconsciously perhaps, to ‘‘improve”’ the 
statistics. _ Moynihan, speaking of comparative 
statistics, says: ‘Statistics can be made to tell any- 
thing, even the truth.” Certainly the method of 
computing the hospital mortality with the opera- 
tive mortality at least gives the worse side of the 
picture. 

A survey of the foregoing experience demonstrates 
clearly that the removal of the spleen is compen- 
sated for by the widespread tissues of the reticulo- 
endothelial system, of which physiologically the 
spleen is a none too important part. The diseases 
with which the spleen is concerned are complex, and 
pathological processes are seldom primary in this 
organ; it often acts merely as an agent of destruction. 

From the surgical standpoint it may be said that if 
the patients are properly rehabilitated and on the up- 
grade as the result of proper methods of preparation, 
the mortality of splenectomy will be less than 5 per 
cent, 

Experience has shown that the spleen should 
never be removed for a chronic condition when the 
patient is on the down-grade. ‘The dangers of the 
operation are due largely to delay and an unfortunate 
choice of cases. 
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Leotta, N.: A Contribution on the Surgery and 
Physiology of the Spleen: Changes in the Blood 
Picture and Basal Metabolism Caused by 
Splenectomy (Contributo alla chirurgia e fisiologia 
della milza: alterazioni ematologiche e del meta- 
bolismo basale determinate dalla splenectomia). 
Ann. ital. di chir., 1925, iv, 1144. 


Leotta reports the case of a 13-year-old boy who 
was subjected to splenectomy because of rupture of 
the spleen. The operation was followed immediately 
by a decrease in the red cells and hemoglobin, but 
at the end of a month this was completely com- 
pensated. There was also a leucocytosis, chiefly 
a lymphocytosis, which reached its maximum in 
twenty days and then decreased slowly. At the end 
of eight months, however, the number of leucocytes 
was still about 15,000. A slight temporary increase 
in the blood platelets and a slight increase in the 
resistance of the red cells were noted, but there was 
no change in the coagulation time. These changes 
showed a loss of splenic function and a disequilibrium 
between hematopoiesis and hematolysis, but were 
of brief duration and sufficiently compensated. The 
child gained normally in weight and height in the 
eight months, and no anatomical changes occurred 
except slight enlargement of the lymph glands, 
especially the cervical, carotid, and inguinal glands. 

The basal metabolism showed a marked increase. 
The average basal metabolism in a boy of 13 years 
is from +38 to + 40, while in the first four months 
after the operation in the case reported it was +57. 
It then decreased progressively to + 56, +52, and + 
51, and remained at +51 at the end of the eighth 
month. In discussing the significance of the increase, 
the author urges further research on the endocrine 
function of the spleen and particularly the relations 
of this organ to the thyroid. 

Auprey G. Morcan, M.D. 


MISCELLANEOUS 


Patel and Labry: Large Closed Cysts of the Urachus 
(Contribution 4 l’étude des gros kystes fermés de 
Vouraque). Gynéc. et obst., 1925, xii, 449. 

There are three principal types of malformation of 
the allantois: (1) an umbilicovesical fistula, repre- 
senting complete permeability of the canal; (2) a 
canal closed at the umbilical end but open into the 
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bladder, causing a special form of ‘‘diverticulum”’; 
(3) a urachus impermeable at both ends, forming a 
true cyst of the urachus. The authors report a case 
of the last type. 

The patient was a woman of 37 years who had 
always enjoyed excellent health. About three years 
before she came for treatment she had an attack of 
intense abdominal pain with vomiting which seemed 
to be an ordinary attack of indigestion. During the 
last year her abdomen had been enlarging and con- 
stipation had developed. There were no urinary dis- 
turbances except increasing frequency of micturition. 

On examination, a diagnosis of large cyst of the 
Ovary was made, but at operation the cyst was found 
to lie in the cellular tissue outside the peritoneum 
and to involve the urachus instead of the ovary. 
The uterus and adnexa were normal. The cyst was 
not continuous with the bladder but adherent to 
it, and some difficulty was experienced in dissecting 
it free. The wall of the bladder was injured slightly, 
but the mucous membrane was not opened. A few 
sutures were placed in the bladder wall and the cyst 
was removed entire. The peritoneum and abdom- 
inal wall were then closed and a retention catheter 
was left in for four or five days. Uneventful recovery 
resulted. 

Closed cysts of the urachus are rare; the authors 
have found only ten cases in the literature verified 
by operation or autopsy. There are no pathogno- 
monic signs. The most frequent erroneous diagnosis 
is cyst of the ovary. The condition usually causes 
general enlargement of the abdomen and sometimes 
causes pain. A cyst with a median position, an 
elongated spindle shape, and adhesion to the umbi- 
licus has been given as a pathognomonic sign, but 
these characteristics are obliterated when the tumor 
becomes large. However, operation is indicated even 
when an accurate diagnosis is impossible. 

The cyst should be extirpated since, when punc- 
tured, it refills rapidly. An attempt should be made 
to perform an extraperitoneal operation as usually 
very intimate adhesions are found and dissection 
requires more time than it is worth. No harm is done 
if the adherent parietal peritoneum is partially ex- 
cised. When the cyst is low, great care is necessary 
in its dissection from the bladder. Otherwise the 
operation is easy and without danger. 

Auprey G. Morcan, M.D. 
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Vanverts, J.: The Obstetrical Results of Shortening 
of the Round Ligaments (A propos des résultats 
obstétricaux du raccourcissement des ligaments 
ronds). Bull. Soc. @obst. et de gynéc. de Par., 1925, xiv, 
60905. 


The author has performed eighteen operations to 
shorten the round ligaments. In seven, the ligaments 
were plicated intra-abdominally; in three, they were 
fixed to the abdominal wall by the Dartigues 
method; and in eight they were fixed to the posterior 
surface of the uterus by the method of Doléris and 
Webster. In all but two cases the operation was per- 
formed for mobile retroflexion and it was necessary 
to free the uterus from adhesions. 

Fifteen of the patients were re-examined after an 
interval of not less than several months. In all, the 
corrected position of the uterus was maintained and 
the menstrual and intermenstrual pain attributed to 
the retroflexion had been relieved. In one, the size of 
the uterus had been decreased. 

Four of the patients subsequently passed through 
normal pregnancies. No time relation could be 
established between the operation and the occurrence 
of pregnancy, but in the case of a patient who had 
previously aborted in the third month the course of 
pregnancy was probably influenced by the opera- 
tion as this patient subsequently carried a twin preg- 
nancy nearly to term. 

When the uterus is fixed, the Webster operation 
has the advantage of covering the raw surfaces pro- 
duced by the breaking up of the adhesions. Although 
this operation causes considerable displacement of 
the adnexa, it does not seem to interfere with preg- 
nancy. ALBERT F. De Groat, M.D. 


Vogt, E.: Prolapse Operations and the Ability to 
Bear Children (Vorfalloperationen und Gebaer- 
fachigkeit). Ztschr. f. Geburtsh. u. Gynack., 1925, 
Ixxxix, 118. 

After presenting communications in which it is 
recommended, under certain conditions, to perform 
sterilization simultaneously with an operation for 
prolapse (Doederlein, Reifferscheid), the author 
states that at the Mayer Clinic operations for pro- 
lapse are regarded as permissible even during the 
age of child-bearing, but simultaneous sterilization 
is not approved. 

Operations recommended are anterior colpor- 
rhaphy with suture of the bladder and the vesi- 
covaginal septum and colpoperineoplasty with su- 
ture of the levator ani muscle. In these procedures 
the position of the uterus is disregarded. 

During the period from 1907 to 1923, ninety- 
five women were observed who bore children after 


an operation for prolapse. After the operation there 
is no interference with cohabitation, conception, o1 
pregnancy. The first birth following the operation 
occurred, on the average, after two years. 

In a review of the course of labor, attention is at- 
tracted to the frequency of forceps deliveries. ‘This 
is due to the fact that, for the protection of the scar 
and the’prevention of recurrence ‘in occipital pres- 
entations, the application of the forceps to the ro- 
tated head with simultaneous median incision of the 
scar is considered the best procedure. However, the 
figures show also that natural delivery is not made 
more serious for the mother or the child. The 
puerperium of the women previously operated upon 
was normal. The best protection against recurrence 
is restoration of the perineum immediately after de- 
livery. Bock (G. ) 


Seymour, H. F.: Endoscopy of the Uterus: With a 
Description of a Hysteroscope. J. Obst. &Gynac. 
Brit. Emp., 1926, xxxiii, 52. 

The instrument used by the author for endoscopy 
of the uterus is a straight brass tube 28 cm. long with 
a 6- or g-cm. bore and a light at the distal end. There 
are three channels in the wall of the tube, one for the 
rod which carries the light and two which are con- 
nected with an electric suction apparatus. The 
direction of the instrument during its use is indi- 
cated by an aluminum handle. The tube with a 
6-mm. bore is for the postclimacteric uterus and 
cases in which dilatation to over to mm. is difficult, 
while the tube with a 9-mm. bore is for general use. 

In the preparation of the patient for examination, 
a glycerine tampon is placed against the cervix for 
two nights to aid in dilatation. The cervix is then 
slowly dilated to 12 mm. and the hysteroscope care- 
fully introduced. A swab on a sponge holder keeps 
the lamp clear of blood and is withdrawn when the 
instrument is almost to the fundus. It is re-intro- 
duced only if the lamp becomes smeared. The suc- 
tion apparatus is started before the introduction of 
the hysteroscope. 

The endometrium is sectionally scrutinized by 
turning the hysteroscope about and partially with- 
drawing and re-inserting the lighted end. 

The instrument and technique described have 
the advantage of simplicity and have proved of aid 
in diagnosis and the removal of satisfactory speci- 
mens. The author believes that they will be found of 
value also in treatment. Macnus P. Urnes, M.D. 


Cron, R. S.: Chancre of the Cervix, with a Report of 
Two Cases. Am. J. Obst. & Gynec., 1926, xi, 378. 


The author reports two cases of chancre of the 
cervix especially from the standpoint of infection 
and diagnosis. One of these cases demonstrates the 
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infectiousness of gonorrhoea and syphilis before the 
appearance of symptoms. The patient had sexual 
intercourse with male No. 1 three days after he 
had sexual intercourse with a prostitute. Neither 
previously nor at that time did male No. 1 have 
any symptoms or signs of venereal disease. 
Two days later, the patient had intercourse with 
male No. 2. Male No. 1 developed a urethral dis- 
charge and eventually a hard chancre. The patient 
also contracted both gonorrhoea and syphilis, the 
latter manifested by a lesion in the cervix, but trans- 
mitted only gonorrhoea to male No. 2. The author 
believes that the patient and male No. 1 had abra- 
sions of the mucous membrane sufficient to permit 
the entrance of the spirochaete. 

Cron describes the characteristics of chancre of the 
cervix. This lesion must be differentiated from 
simple cervical erosions, chancroid, herpes siraplex, 
tuberculous ulcer, gonorrhoeal macula, and car- 
cinoma. Simple erosion and carcinoma are the most 
difficult to differentiate. 

The author’s conclusions are the following: 

1. The primary lesion of syphilis is frequently 
found in the cervix. Its apparent rarity is due to the 
fact that it is frequently overlooked and rapidly 
undergoes involution. 

2. Routine visual examination of the cervix, 
especially ia freshly infected syphilitic women, 
would demonstrate a higher percentage of primary 
lesions. 

3. The spirochexta pallida may be transmitted by 
conjugal relations in the absence of a macroscopi- 
cally visible lesion in the transmitter. 

4. A negative blood Wassermann reaction during 
the primary stage does not rule out syphilis. 

5. The characteristics of the primary lesion on 
the cervix may vary so widely that a diagnosis can 
be established only by demonstrating the spiro- 
cheta pallida with the dark-field microscope or by 
microscopic examination of tissue excised from the 
lesion and, positively, only by the demonstration 
of the spirocheta pallida in the characteristic tissue 
lesion. 


Mosher, G. C.: The Incompatibility of Pregnancy 
and Fibroids of the Uterus. Am. J. Obst. &Gyncec., 
1926, Xi, 334. 

Weiss, E. A.: The Treatment of Fibroids of the 
Uterus. Am. J. Obst. & Gynec., 1926, xi, 343. 

MosuHeER states that pathological changes in a 
myoma or fibromyoma associated with pregnancy 
are indicated by pain, hamorrhage, signs of degene- 
ration, a rise in the temperature, or a high leucocy- 
tosis. 

If the tumor is situated at the brim of the pelvis 
so that it will cause dystocia, myomectomy or hys- 
terectomy must be considered. Abortion is contra- 
indicated on account of the increased risk of ham- 
orrhage, traumatic injury, and septic infection. 
Mosher believes that the cwsarean section operation 
is done in many instances without a proper indica- 
tion. 


The great majority of cases of fibroids associated 
with pregnancy run a favorable course after the 
danger of postpartum haemorrhage is past. The 
tumor may disappear or become so small that it is 
no longer palpable. 

Each case must be treated according to its par- 
ticular requirements. The results depend upon the 
judgment and skill of the obstetrician. Mosher re- 
ports seven cases. 

WeIss states that his attitude is decidedly con- 
servative in uncomplicated cases of fibroids, but 
that when complications are present he favors opera 
tion. When the preservation of the maternal and 
sex function is desirable, removal of the fibroid by 
myomectomy or resection is best. ‘The cases most 
favorably affected by irradiation are those of the 
bleeding variety. Patients with diabetes, tubercu- 
losis, or cardiorenal disease are usual!ly treated 
best with radium. In every case for which radium 
treatment is considered, curettage should be done 
as a diagnostic measure before the introduction of 
the radium. In the cases of patients less than 40 
years of age, great care is necessary in the use of 
radium in order to avoid causing a premature meno 
pause. In many cases of fibroids, operation may be 
safely deferred until definite indications arise. 

During the past five years Weiss has obtained very 
satisfactory results in a fair percentage of cases 
treated with radium, but he still adheres to the gen- 
eral principle that when there is any doubt operation 
is the procedure of choice. 

In the discussion of these reports Weiss stated 
that in cases of pregnancy an X-ray examination 
with pneumoperitoneum before the fifth month will 
outline the nodules of a fibroid tumor. The ob- 
stetrician can then determine whether any of the 
nodules will obstruct labor. After the fifth month, 
the X-ray will show the outlines of the fetus in the 
fibroid. 

In cases in which cwsarean section is necessary, 
Weiss is not in favor of performing hysterectomy at 
the same time unless degenerative changes are 
present. 

Mussey reported that approximately 2 per cent 
of the women who come to the Mayo Clinic for treat- 
ment of fibroid tumors are pregnant. By conserva- 
tive treatment under careful observation, practically 
all of these patients can be carried through to term. 
Most of them are delivered spontaneously or with 
the use of low forceps or midforceps. Cwsarean sec 
tion is necessary in only a very few cases. 

PoLaAk reported that in more than thirty years 
of obstetrical work he was only once obliged to 
perform an abdominal operation for obstruction of 
labor due to an incarcerated fibroid. Of late, he has 
been performing partial resection of the uterus much 
more frequently than hysterectomy. 

Scumitz stated that in the large gynecological 
clinics there should be at least one member of the 
staff who is thoroughly trained in radiation therapy 
and that all radiation therapy should be under his 
supervision. To refer patients with gynecological 
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conditions to the radiologist is a mistake as the radiol- 
ogist does not know how to treat them gynecologically 
and the gynecologist cannot tell the radiologist how 
to treat them radiologically. 

Ronzy reported that he has never seen a case of 
placenta prwvia in a pregnant woman with uterine 
fibroids. He believes that the only indication for 
operation for fibroid tumors during pregnancy is 
pain that cannot be controlled by large doses of mor- 
phine. I. L. Cornett, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Daniel, C.: A Study of the Interstitial Portion of 
the Normal Fallopian Tube (Etude sur la trompe 
interstitielle normale). Gynéc. et obst., 1926, xiii, 1. 


The study reported in this article was made on 
thirteen uteri, four of which were infantile and the 
rest adult. It was found that the interstitial portion 
of the tube is a separate entity in the adult uterus, 
but up to puberty is more nearly like the uterine 
cornu. The configuration of the lumen in this portion 
is less definite than that of the outer portion with 
its four large longitudinal plicw and varies in com- 
plexity with age. In the senile uterus it is flat. In 
half of the specimens, a 0.5-mm. catheter could be 
passed. 

As the epithelium approaches the uterine ostium 
it becomes more uterine in type, and near the uterus 
there is a thin internal longitudinal muscle layer not 
present in the rest of the tube. ‘The entire muscle 
here shows a greater connective tissue content. Also 
toward the uterine end, especially in infants, there 
may be gland-like conformations of the plicaw and a 
small amount of cellular tissue resembling uterine 
stroma. 

In the normal state, the tube is closed and a pres 
sure of from 60 to 100 mm. Hg is necessary to dem- 
onstrate its permeability. During menstruation its 
mucosa shares in the hyperwmia of the neighboring 
endometrium and it becomes closed, as it does also 
early in the course of pregnancy. The similarity of 
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the structure of this mucosa to that of the uterus 
explains how placentation is possible in this portion 
of the tube when the tubal mucosa does not share in 
the formation of the fetal envelope. 

The author suggests that the interstitial portion 
of the tube might be used for the medical treatment 
or surgical drainage of conditions in the outer part of 
the tube just as it is now used for insufflation in 
sterility and the production of pneumoperitoneum. 

Goopricu C, SCHAUFFLER, M.D. 


MISCELLANEOUS 


Fogelson, S. J.: The Non-Specific Antigenic Effect 
of Spermatozoa upon Fertility. Surg., Gynec. & 
Obst., 1926, xlii, 374. 

Fogelson performed experiments on rats to de- 
termine, if possible, a serological explanation for the 
type of sterility occurring in the human being which 
has .no apparent anatomical or physiological basis. 
In confirmation of the work of others, he found that 
conception can be temporarily inhibited by sensitiz- 
ing the female rat to any spermatozoa protein. This 
antigenic effect is not specific for species; equally 
good results can be obtained from the spermatozoa 
of any species. 

The mechanism causing the sterility is still not 
clear, only precipitins being definitely present and 
their significance an unknown factor. The rdéle of 
agglutinins may be considered negative since as 
marked clumping was seen in the sera of non-sen- 
sitized animals, especially after inactivation, as in 
specific sera. Lysins were never seen, and toxins 
which fixed or rendered the spermatozoa immobile 
were so variable that no opinion regarding them 
is justifiable from these experiments. 

The results cast no light upon the etiology of so- 
called “idiopathic” human sterility, but tend to 
eliminate protein sensitization as a causative factor 
and suggest the possibility of devising a contracep 
tive technique with a definite scientific basis. 

Harry W. Fink, M.D 
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PREGNANCY AND ITS COMPLICATIONS 


Mahnert, A.: Studies of the Effect of Iodothyreo- 
globulin on Diuresis and Metabolism in Preg- 
nancy (Studien ueber die Wirkung von Jodthyreo- 
globulin auf die Diurese und den Stoffwechsel bei 
Schwangeren). Arch. f. Gynaek., 1925, cxxvi, 125. 

Mahnert investigated the effect of thyroid treat- 
ment in various types of oedema in normal and dis- 
eased pregnant women by studying the metabolism 
following the intravenous injection of iodothy- 
reoglobulin. In only a certain percentage of the 
normal women were metabolism and diuresis in- 
creased by the iodothyreoglobulin. The reason why 
a few isolated cases were refractory could not be 
ascertained. 

-*athological cases behaved similarly. In most of 
the cases the metabolism was increased to the extent 
that uric acid, urea, and sodium chloride were ex- 
creted in increased amounts. Moreover, there was 
an increase in the cholesterin content of the serum 
with a simultaneous decrease in the albumin content 
followed later by a decrease in the cholesterin con- 
tent. 

The author compares the disturbances of metab- 
olism and water-balance brought about in preg- 
nancy by the injection of iodothyreoglobulin with 
the symptoms of hypothyreosis occurring in the non- 
pregnant state and agrees with the theory first ad- 
vanced by Knaus that the function of the thyroid is 
decreased during pregnancy. This accounts for the 
good effect of thyroid medication as well as of 
iodothyreoglobulin injections in such cases and for 
the fact that evidences of hyperthyroidism are never 
noted subsequently. In the cases in which the thy 
roid treatment seems to have no effect it may be 
slow in its action or the eflicacy of the thyroid prepa- 
ration may be diminished by the acidosis occurring 
in pregnancy. The activity of the hormone depends 
upon the degree of acidity of its environment. 

In conclusion, attention is called to the similarity 
of the sequela following the administration of thy- 
roid substance and those following the loss of weight 
at the end of pregnancy. The latter are attributed 
to increased function of the organs of internal se- 
cretion, especially the thyroid, of the child. 

WERNER (G.) 


Dujol, G., and Clément, R.: Spontaneous Rupture 
During Pregnancy of a Uterus Previously Sub- 
jected to Cesarean Section (La rupture spon- 
tanée pendant la grossesse de ]’utérus antérieurement 
césaris¢). Rev. frang. de gynéc. et d’obst., 1925, XX, 529. 


The authors have collected twenty-six cases of 
spontaneous rupture of the uterus in patients who 
had been subjected to casarean section. 


Statistics of France, America, and England show 
that uterine rupture occurs after cwsarean section 
in from 3 to 4 per cent of the cases, but these statis- 
tics include also ruptures occurring during labor. 

The authors estimate the incidence of rupture 
before labor at 1.56 per cent. The symptoms are 
classical. A sudden sharp pain in the abdomen, 
which may or may not cause syncope, is followed by 
the less rapid appearance of the signs of intra- 
abdominal hemorrhage. Frequently there is vom- 
iting. On palpation, the abdomen is tender, particu- 
larly in theiliacfossa. ‘The uterus is not well mapped 
out, but the fetus seems to be felt under the skin 
and presents abnormal mobility. A few hours after 
the rupture, abdominal meteorism is present. On 
auscultation no fetal heart is heard. 

Sections of the ruptured scar show an intense 
vascularization with traces of an old infection. When 
the placenta ‘has been inserted at the scar, syncytial 
cells are found. The author reviews the theories as 
to the causes of weakness of the uterine scar. 

Prophylactic treatment consists in watching pa- 
tients who have been subjected to cwsarean section 
and admitting them to the hospital before labor 
begins. If a conservative operation is possible, the 
Portes technique is indicated, but in the attempt 
to be conservative, care must be taken not to expose 
the patient to any unnecessary risks. When haste 
is necessary on account of the patient’s poor condi- 
tion, the Porro operation is indicated. A supra- 
cervical hysterectomy may then be performed later. 

SALVATORE bi PALMA, M.D. 


Riddel, J.: Rupture of the Uterus During Preg- 
nancy. J. Obst. & Gynec. Brit. Emp., 1926, xxxiii, 1. 
Rupture of the pregnant uterus before labor is 
exceedingly rare. It may occur in diseased, degen- 
erated, or previously injured uteri as the result of 
indirect violence. It may be caused also by inter- 
stitial pregnancy, a new growth, hydatidiform mole, 
weakness of a cwsarean section or other scar, or 
pregnancy in a rudimentary uterine horn. ‘Trau- 
matic rupture may be caused by sounds, curettes, 
bullets, crushing, or direct violence. 

Rupture of the uterus is more common in women 
who have borne a number of children than in women 
pregnant for the first time because repeated preg- 
nancies cause degeneration of the wall of the uterus. 
Infantilism is rarely an etiological factor as women 
with an infantile type of uterus are usually sterile. 

Tears occurring before labor are usually found in 
the anterior or posterior wall or at the summit of 
the fundus. They may be longitudinal, transverse, 
or oblique. They are usually linear, but sometimes 
irregular. If contractions occur, the laceration en 
larges, allowing the escape of the fetus into the peri- 
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toneal cavity. When the placenta is situated under 
the tear, the chorionic villi burrow into the uterine 
wall with usually a destructive effect. 

Symptoms of rupture of the uterus are similar 
to those of a ruptured extra-uterine pregnancy, but 
more acute and associated with profound shock. 
The severity of the symptoms depends upon the 
amount of hemorrhage, which in turn depends upon 
the size and site of the tear, the rapidity with which 
the rupture occurs, and the position of the placenta. 

The treatment consists usually in hysterectomy. 
Occasionally suturing of the rent is justifiable. ‘The 
longest recorded interval between rupture of the 
uterus and its treatment was ten days. 

Macnus P. Urnes, M.D. 


Forget-Urion: Pregnancy Complicated by Fibroids 
(La gestation chez les fibromateuses). Gynécologic, 
1925, XXiV, 579. 

The association of fibromata with pregnancy is 
common. According to Pinard, fibroids result from 
the perversion of genital activity not utilized before 
the twenty-fifth year. ‘The author discusses the 
fertility of women with fibroids, the difficulty of 
diagnosis between pregnancy and fibroids, and com- 
plications caused by fibroids before, during, and 
after delivery. 

Statistics show that fibroids which may cause 
trouble at delivery are relatively rare, but that in 
women with fibroids the incidence of sterility is 40 
per cent while in married women in general it is only 
10 per cent. 

Pinard insists that the best influence upon fibroids, 
both prophylactic and curative, is that of pregnancy. 
While fibroids grow during pregnancy, they become 
softer and after delivery they undergo the same 
involution as the uterus, diminishing in size or dis- 
appearing entirely. 

Radiotherapy is used by some gynecologists, but 
destroys ovarian function. In three cases in which 
the patient was subjected to radiotherapy during 
pregnancy the child was abnormal at birth. The 
author believes that the best treatment is myomec- 
tomy. Uterine rupture after this operatioh is rare, 
only three cases having been reported in the litera- 
ture. 

The diagnosis bet ween fibromyoma and pregnancy 
may sometimes be very difficult. Complications 
during pregnancy are mechanical and _ biological. 
Mechanical complications are ectopic pregnancy, 
compression, torsion, intestinal adhesions, placenta 
previa, hemorrhage and abortion. Biological com- 
plications are degenerative changes in the tumors. 

In recent studies the author found no malignant 
changes in fibroids during pregnancy. Intervention 
is indicated during pregnancy only if there is danger 
that the fibroids may interfere with delivery. Myo 
mectomy is the usual operation, hysterectomy being 
performed only in cases in which it is necessitated by 
complications. 

The complications of delivery are mechanical. 
Postpartum complications are usually due to de- 
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generative changes in the fibroids, torsion, rapid 
growth, or haemorrhage. 

In conclusion the author states that small fibroids 
are relatively common in pregnant women and rela- 
tively innocuous. Large fibroids are less common, 
but in half of the cases cause complications for which 
surgical intervention is indicated. 

In cases of complications due to a fibroid during 
pregnancy and after delivery the diagnosis may be 
difficult as frequently the presence of the fibro- 
myoma is not known. If the fibroid gives no trouble 
during pregnancy it should be left alone, but if it 
causes complications, intervention is necessary. 

SALVATORE DI PALMA, M.D. 


Duboucher, H.: Sudden Torsion of a Dermoid Cyst 
of the Ovary Involving the Tube During Preg- 
nancy; Operation; Continuation of the Preg- 
nancy (Torsion brusque d’un kyste dermoide de 
Vovaire et de la trompe au cours de la grossesse; 
ablation; guérison avec continuation de la grossesse). 
Bull. Soc. d’obst. et de gynéc. de Par., 1925, xiv, 670. 


Torsion of a dermoid cyst is a rare occurrence as 
dermoid cysts seldom have long pedicles. ‘Torsion of 
such a cyst during pregnancy is still more rare. In 
the case reported by Duboucher, the patient was 
suddenly seized during early pregnancy with violent 
pain in the right side of the abdomen radiating to 
the back and the infraclavicular region. During the 
first day of the attack occasional vomiting occurred. 
Examination on the third day revealed marked 
tenderness in the right lower quadrant of the abdo- 
men and muscular resistance. ‘The uterus was large, 
soft, and movable. The vaginal culs-de-sac were 
normal. Bimanual examination was impossible. 
Operation was advised for suspected ectopic preg- 
nancy, but was refused. The symptoms continued, 
the abdominal rigidity increased, evidence of fluid 
became apparent, the temperature rose slightly, and 
a mass became discernible high in the pelvis. 

Operation, performed on the eighth day, re- 
vealed serohamorrhagic ascitic fluid and a cyst of 
the right ovary with twisting of its pedicle which 
included the tube. ‘The size of the uterus corre- 
sponded to that of pregnancy in the second month, 

Avpert F. De Groat, M.D. 


Duboucher, H.: Slow and Progressive Torsion of a 
Mucoid Cyst of the Ovary in the Fourth Month 
of Pregnancy; Ovariectomy; Cure; Continua- 
tion of the Pregnancy (‘Torsion lente et progres- 
sive d@’un kyste mucuoide de l’ovaire au quatriéme 
mois de la grossesse; ovariectomie; guérison; con- 
tinuation de la grossesse). Bull. Soc. d’obst. et de 
gvnéc. de Par., 1925, xiv, 071. 

Torsion of mucoid cysts during pregnancy is not 
rare. It is usually sudden and extremely acute, 
seldom slow and progressive. 

The author reports the case of a woman 35 years 
of age who sought treatment in the fourth month of 
pregnancy for severe pain in the left side of the 
abdomen which radiated to the hypochondrium, the 
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left thigh, and the vulva, and was associated with 
frequency of micturition. The first diagnosis was 
renal colic. 

Examination of this patient two years previously 
revealed in the right side of the pelvis a tumor which 
extended into the lumbar region. This tumor was 
still present but was not thought to be the cause of 
the present complaint. With the patient under ob- 
servation, no change was noted in the tumor for three 
weeks, but the pain then became more acute and 
the tumor increased in size. The renal character of 
the pain was again noted, but the urine was normal. 
Evidence of a peritoneal reaction became apparent. 
Operation revealed a twisted cyst of the pseudo- 
mucinous type the size of an infant’s head. Follow- 
ing removal of the cyst the pregnancy continued 
normally to term. Apert F. De Groat, M.D. 


Drennan, A. M., and Hicks, C. S.: Pathological and 
Chemical Changes in Hyperemesis of Preg- 
nancy. J. Obst. & Gynec. Brit. Emp., 1926, xxxiii, 
or. 

Two varieties of hyperemesis of pregnancy are 
recognized: the toxic, which usually abates under 
conservative treatment, and the toxic, which may 
end fatally unless active measures are taken to com- 
bat it. These varieties are similar clinically and can 
be distinguished only by laboratory findings. 

It is important repeatedly to estimate the per- 
centage of ammonia nitrogen to the total nitrogen 
in the urine. Cases of the neurotic type of hypere- 
mesis show no increase or only a transient rise. In 
the toxic form, the ammonia excretion remains 
high but may fluctuate markedly even in spite of 
clinical improvement. 

In the toxic form there is a toxic necrosis of the 
liver involving the central area of the lobule. In 
some cases the kidney also may be affected. The 
damage seems to be due to the fetal products since re- 
moval of the latter is followed by recovery and the 
return of the ammonia co-efficient to normal. Delay 
in the removal of the products of conception may 
lead to irreparable damage. 

Macnus P. Urnes, M.D. 


Harding, V. J., and Van Wyck, H. B.: Diet in the 
Treatment of Pre-Eclampsia. J. Obst. & Gynec. 
Brit. Emp., 1926, xxxiii, 17. 

Dietary experiments in pre-eclampsia indicated 
that in the treatment of this condition there is only 
one important dietary factor—the presence or ab- 
sence of salt. Protein or fat, even in excess, pro- 
duced no ill effects, but salt aggravated the symp- 
toms. 

The total restriction of salt should not be con- 
tinued over an excessively long period of time. With 
the collection of twenty-four-hour specimens of 
urine and laboratory control, the point at which the 
restriction should be stopped is easily determined. 
This point is when the salt excretion reaches a con- 
stant minimum of 2 or 3 gm. ‘Three grams of salt 
should then be added to the diet to maintain equi- 


librium. The authors recommend the total restric- 
tion of salt for one week in every four in addition to 
the usual prenatal care. Macnus P. Urnes, M.D. 


LABOR AND ITS COMPLICATIONS 


Averett, L.: The Value of the Kielland Forceps in 
Obstetrics. Therap.Gaz., 1926, 1, 153. 

The Kielland forceps can be applied biparietally 
in any position of the head, grasping the part which 
can stand pressure best, namely, the cheeks and the 
underlying bones. They grasp firmly, fit closely, 
and can be used safely as an instrument for rotation 
without injury to the child’s head or the soft parts 
of the pelvis. 

The symmetrical position and close fitting of the 
forceps on the head prevent them from slipping or 
changing the position of the head during traction or 
rotation. As they do not increase the dimensions 
of the head or hinder its normal mechanism, the 
force required for extraction is minimal. 

These forceps can be applied when the child is in 
the occiput-posterior position or when the occiput 
is in the hollow of the sacrum. ‘The occiput can 
then be rotated anteriorly and the head extracted 
without re-application of the forceps. They can be 
used in cases of face presentation with the chin in the 
hollow of the sacrum. 

The freely shifting lock of the forceps makes pos 
sible their biparietal application in anterior or pos 
terior parietal presentation in which one blade is 
applied deeper than the other. With any other for- 
ceps such application is impossible. 

The use of the Kielland forceps decreases fetal 
mortality and maternal morbidity. Before the appli- 
cation of the forceps the operator must know the 
position of the head exactly. 

Before their introduction, the forceps are held 
before the genitalia in the position in which they 
will be in the pelvis, with the concavity of the pelvic 
curve in the direction of the occiput. The anterior 
blade is inserted first between the symphysis and the 
fetal head. The middle and index fingers are then 
inserted beneath the anterior cervical lip and the 
forceps grasped with the other hand. The forceps 
blade with the cephalic curve is held upward, and in 
this position is inserted in the direction of the two 
fingers until it touches the fetal head. ‘The forceps 
are then lowered and an examination is made with 
the inserted fingers to determine that the tip of the 
blade is beneath the anterior lip of the cervix and 
between it and the head. The anterior blade lies 
with its cephalic curve toward the symphysis. 

The blade is slowly and gently pushed upward 
as long as no resistance is felt. When it is inserted 
far enough, the mid-forceps rests on the posterior 
vaginal wall. The inserted fingers are then with 
drawn and the blade is turned in the direction of the 
pelvic curve. To guide the operator there is a button 
on the anterior surface of the forceps. It is necessary 
only to turn in the direction of the button. While 
the forceps are being turned, they are held loosely. 
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When the turning has been completed, the lock of 
the forceps lies close to the perineum and holds in 
place. It is not necessary for an assistant to hold 
this blade while the other is being applied. 

To apply the posterior blade, two fingers are in- 
serted into the vagina between the posterior cervical 
lip and the fetal head and with the other hand the 
posterior blade is inserted between the fetal head 
and the cervix under the control of the fingers. When 
the forceps are locked, they lie in the anteroposterior 
diameter of the pelvis. Traction on the head is made 
in the direction of the handles, slightly more down- 
ward than upward. As the hand goes deeper in the 
pelvis, its rotation is spontaneous. If rotation has 
not taken place, it can be accomplished with the 
forceps. Before extraction through the outlet is 
begun, the sagittal suture should be perpendicular 
to the pelvic outlet. Rotanp S. Cron, M.D. 


Ferrére, M.: A Case of Serious Eclampsia During 
Labor; Fourteen Convulsions and Slight Loss 
of Consciousness; Injection of 12 Ctgm. (1.8 
Gr.) of Morphine (Upper Limit) in Ten Hours; 
Low Forceps Delivery After Episiotomy for 
Atresia of the Vulva; Delivery of a Living Infant 
Weighing 3,150 Gm.; Cure of the Mother and 
Survival of the Infant (Eclampsie grave du travail 
avec 14 crises et atteinte légére de l’intellect; injec- 
tion de douze centigrammes de morphine—plafond 
morphinique—en dix heures; forceps 4 la vulve aprés 
épisiotomie latéral pour atrésie vulvaire; fille vi- 
vante de 3 kilos, 150; guérison de la mére et survie de 
Venfante). Bull Soc. d’obst. et de gynéc. de Par., 1925, 
xiv, 660. 


Important in the treatment of eclampsia with 
morphine is an exact knowledge of the quantity of 
morphine which should be given to produce a cure. 
There is no advantage in giving more than that 
amount. When the convulsions continue in spite of 
massive doses, it is well to know at what point the 
injections should be stopped. The maximum bene- 
ficial dose of morphine is 12 ctgm., but more can be 
given to an eclamptic without danger. 

The effect of morphine on the nervous system is 
sometimes gradual. In the case reported by the 
author the occurrence of three convulsions after the 
final dose did not alter the originally favorable prog- 
nosis. Between the convulsions the patient recovered 
consciousness. Ordinarily no such recovery occurs 
after the first three or four convulsions. 

The morphine was administered in divided doses, 
14 ctgm. after each crisis. 

ALBert F. De Groat, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Wuesthoff, H.: A Review of Puerperal Deaths in the 
Last Twenty-Six Years (Kritik der puerperalen 
Todesfaelle der letzten 26 Jahre). Monatsschr. f. Ge- 
burtsh. u.Gynaek., 1925, |xx, 189. 

In the University Gynecological Clinic at Koenigs- 
berg the total puerperal morbidity averaged 14 per 
cent, including all cases in which the temperature 
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rose to 38 degrees C., even those in which this rise 
lasted only one day. In spite of the increase and 
eventual tripling of the number of births, the an- 
nually calculated percentage fell from 26 per cent 
in 1906 to 13.5 per cent. The improvement is due 
to modern methods of disinfection, the more exten- 
sive use of rubber gloves even in simple vaginal 
examinations of pregnant women, increased knowl- 
edge of the nature of fever in pregnancy, early and 
careful delivery in cases with fever, exact knowledge 
of the indications for obstetrical operations, and 
care with regard to the vaginal flora, particularly 
hemolytic streptococci. 

In the cases reviewed there were sixty-three 
deaths, a puerperal mortality of 0.3 per cent. Nine- 
teen of the women who died were known to have 
been infected before they entered the clinic. Of the 
forty-four others, ten had an autogenous infection 
from an extragenital focus. In the thirty-four cases 
of hospital infection, there was a mortality of 0.15 
per cent, and in twenty of this group of cases a more 
or less serious operative procedure was necessary 
for delivery. Hrnricus (G). 


Fobes, J. H., and Fraser, W. A.: The Treatment of 
Puerperal Infection. [Hahneman. Month., 1926, 
Ixi, 140. 

For cases of puerperal infection the authors ad- 
vocate the administration of ergot or pituitrin and 
drainage by elevation of the head of the bed and 
the semi-sitting position of Fowler. Intra-uterine 
douches and manipulations are of no avail because 
the bacteria are within the tissues and beyond the 
reach of chemicals or instruments. Efforts must be 
made to prevent a bacteriemia by limiting the infec- 
tion and securing a parametric exudate or localizing 
the pelvic peritonitis. 

In parametritis, body rest and tissue rest are indi- 
cated. If the exudate becomes purulent and an 
abscess forms, the authors incise and drain. In 
cases of broad-ligament abscess the best results have 
been obtained by opening the abdomen through a 
Pfannenstiel incision to locate the abscess, making 
a supplementary incision over the inguinal canal, 
passing a blunt hamostat through the inguinal ring 
down between the folds of the broad ligament to the 
abscess, sewing a rubber tube in place, and then clos- 
ing the Pfannenstiel incision and irrigating daily with 
Dakin’s solution. 

Mercurochrome, acriflavine, gentian violet, and 
milk injections have not proved of value. Infection 
is arrested most quickly by the development of a 
hyperleucocytosis. This result is best obtained 
by the transfusion of normal or immunized whole 
blood. 

In the authors’ clinic the transfusion of whole blood 
is preferred because of its simplicity, its absolute 
safety, and its definite effects in restoring the bulk of 
the circulating blood, providing oxygen and nourish 
ment for the tissues, stimulating the hematopoietic 
organs, and supplying hemoglobin, erythrocytes, 
and leucocytes. 














OBSTETRICS 


Blood transfusions should be given early instead 
of as a last resort. They should also be given fre- 
quently, but the quantity of blood transfused at one 
time should not exceed 300 c.cm. 

Rotanp S. Cron, M.D. 


NEWBORN 


Dickey, L. B.: A Study of an Epidemic of Impetigo 
in Newborn Infants. Arch. Pediat., 1926, xliii, 145, 

In eighteen cases of impetigo occurring chiefly in 
newborn infants in obstetrical nurseries, cultures 
from the blebs showed streptococcus faecalis, staph- 
ylococcus aureus, and staphylococcus albus. ‘The 
period of incubation is supposed to be less than 
three days. In some of the cases, the lesions de- 
veloped in one day. Many solutions and utensils 
were found contaminated with organisms of the 
same type. Oils, in particular, and stock boric acid 
solution are dangerous, as they are often contami- 
nated and allow free growth of the organisms. Boric 
acid solution is more dangerous than valuable. Oils 
should be kept in sterile containers and resterilized 
after use. Tap water was found infected, probably 
from nozzles, etc. Soap also may carry the bacteria. 
The primary case may have been in an infant in 
the children’s ward nursery. The infection may have 
been carried to the obstetrical nurseries by internes, 
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staff doctors, nurses, or others. After it was estab- 
lished in the nurseries, it was probably transmitted 
from patient to patient through the medium of the 
nurses’ hands, solutions, and articles in common use. 
It is important that both internes and nurses should 
have had careful training in asepsis before they work 
in nurseries. 

At the outbreak of an epidemic, all of the babies 
in the ward should be inspected from head to foot. 
Those showing any signs of the disease should be 
kept in the original ward, and the remainder, who 
have been exposed, should be placed in another 
room. New arrivals after that date should be kept 
either with their mothers or in a third room. There 
must be no possible contact with either infected 
cases, suspects, or the nurses who have had charge 
of cases. As members of the exposed group develop 
the disease, they should be transferred to the original 
infected nursery. Obstetrical wards where babies 
are brought to nurse should be guarded from con- 
tamination. There should be prompt isolation of all 
other infections, especially frank pus cases. 

In the treatment, bichloride of mercury and al- 
cohol baths are of value, but not sufficient in them- 
selves. Opening and cauterization of the blebs with 
silver nitrate and the use of the ordinary antiseptic 
solutions is satisfactory. 

Goopricu C. SCHAUFFLER, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Chute, A. L.: A Study of Some Cases of Hyperne- 
phroma. Boston M.& S.J., 1926, cxciv, 471. 


Chute reports the results obtained in forty-three 
cases of hypernephroma, thirty-one of which were 
operated upon by him and six by other surgeons. 
Six were not operated upon. All of the patients who 
were not operated upon died, and five of those 
treated surgically died of shock. In five cases only 
an exploration was done, removal of the kidney being 
contra-indicated because metastases were present or 
the organ was fixed. ‘Ten patients subjected to opera- 
tion were living from two to nineteen years later. 

The chief symptoms of hypernephroma are 
hematuria, pain, and a mass in one loin. Hama 
turia was present in thirty-three of the cases oper 
ated upon, pain in twenty-seven, and a mass in 
twenty-seven. ‘The hematuria may be painless and 
very scanty. Slight pain may be caused by disten- 
tion of the capsule and more acute pain by hamor- 
rhage with distention of the pelvis. 

An early diagnosis is most important. The pa 
tient must be examined at the time of the bleeding. 
The findings of an examination made during the 
quiet period are not conclusive. The X-ray exam- 
ination must include the kidney outline. An irregu- 
lar contour, bulging at the center, and a knob at 
one pole are suggestive. ‘The pyelogram usually 
shows an abnormal pelvis. As the majority of the 
forty-three cases reported by the author were ex 
amined late, the mortality was high. 

Chute exposes the kidney through an anterior 
incision through the outer border of the rectus. This 
permits exploration of the peritoneal cavity for 
metastases, gives more room at the pedicle than the 
usual incision, and facilitates the recognition of 
anomalous vessels. Drainage may be established 
through the loin or through the abdominal wound. 

CraupvE D. Pickrect, M.D. 


Cirillo, G.: Bacteriological Studies of Cases of Peri- 
renal Suppuration (Recherches bactériologiques 
sur quelques cas de suppuration perirenale). J.d’urol. 
méd. et chir., 1925, XX, 462. 

From a bacteriological study of five cases of acute 
suppurative perinephritis, the author concludes that 
as a rule this condition is caused by bacteria whose 
usual habitat is the intestine, but that, like appen- 
dicitis, it may be caused by different species of bac- 
teria, sometimes alone and sometimes associated 
with other species. In the majority of cases the in 
fection is polymicrobic. Anaerobes play an impor- 
tant part. Among these, the bacillus perfringens and 
the micrococcus foctidus are the most important, prob- 
ably because, in comparison with other species, they 


are capable of adapting themselves more readily to 
the new conditions in the perirenal tissues. 
Aubrey G. Morcan, M.D. 


Mercier, O.: The Pathogenesis and Treatment of 
Slight Idiopathic Hydronephrosis (A propos de 
la pathogénie et du traitement des petites hydroné- 
phroses dites sans cause apparente). J. d’urol. méd. 
el chir., 1925, XX, 467. 

The author reports twelve cases of idiopathic 
hydronephrosis and includes in his article three 
roentgenograms. The great majority of such hydro- 
nephroses are caused by adhesive bands producing 
fixation of the renal pelvis and the juxtapelvic part 
of the ureter and associated with slight ptosis of the 
kidney. For some unknown reason the position of 
the kidney is lowered 1 or 2 cm. The part of the 
ureter nearest the pelvis being fixed by the bands, the 
pelvis becomes either horizontal or oblique from 
within outward and from above downward, and its 
outlet is upward. Because of this abnormal position, 
the force of the contractions must be increased for 
normal emptying. ‘This effort finally decreases the 
contractile capacity of the kidney so that the urine 
tends to accumulate in the depression. 

Surgical treatment should be conservative. Ne- 
phrectomy is contra-indicated because there is only 
slight distention of the pelvis, the function of the 
kidney parenchyma is intact, and the condition is 
frequently bilateral. Pyeloplasty and anastomosis 
between the ureter and pelvis are not very effective. 
‘To relieve the intense pain that is often present Papin 
has proposed resection of the nerve tracts supplying 
the kidney. Complete section of the nerves will stop 
the pain but is a delicate operation involving danger 
to the blood vessels if there are pelvic adhesions and 
as yet has not been performed for a sufficiently long 
period of time for its effects on the kidney and pel- 
vis to be known. In animals, it seems to cause 
atony of the pelvis. On the other hand, high neph- 
ropexy with liberation of the ureter is simple and 
effective and a logical operation since it establishes 
a normal position of the pelvis with relation to the 
ureter. 

In all of the cases reported by Mercier recovery 
was complete and permanent. 

Auprry G. Morcan, M.D. 


Laquiére, M.: Serous Cysts of the Kidney and Con- 
servative Operation (Kystes séreux du rein et 
opérations conservatrices). J. de chir., 1925, xxvi, 
257. 

The author gives the histories of five cases of cysts 
of the kidney. This is a rare condition as only 11g 
other cases have been reported in the literature. 
Brief notes of the other cases are given. 


126 











GENITO-URINARY SURGERY 


Serous cysts of the kidney have no pathognomonic 
signs and are generally first diagnosed at operation. 
The pain varies in type and has no special character- 
istics which differentiate it from the pain of condi- 
tions such as nephritic, hepatic, and gastric colic, 
appendicitis, and salpingitis. If a tumor is palpated, 
it may be in various situations if the kidney is 
mobile, and even if it is at the normal site of the 
kidney its nature cannot be determined. The urine 
is generally normal. 

The usual treatment has been resection, but in 
the author’s opinion this operation is contra-indicat- 
ed as the parenchyma is generally normal. It should 
be done only when the kidney is diseased. For all 
other cases the best operation is collar resection. 
This is an easy operation with no mortality, while 
the mortality of nephrectomy is about 30 per cent. 

Collar resection consists in puncturing the cyst 
and aspirating the liquid, opening the cyst, and mak- 
ing a circular section in its wall along the line where 
it emerges from the parenchyma of the organ. In 
this way a collar of the cyst is removed and the part 
which is intimately connected with the kidney paren- 
chyma is left. It lines the depression where the cyst 
was lodged. No attempt should be made to remove 
it; at most, it should be curetted and cauterized. 
Some surgeons dislike to leave a part of the cyst, but 
there is not the slightest danger in doing so as the 
cysts never recur or degenerate. 

Auprey G. Morcan, M.D. 


Condamin: Vitiation of the Results of Nephrec- 
tomy for Unilateral Tuberculosis by Tubercu- 
lous Lesions Outside the Kidneys (Des tares ap- 
portées aux résultats de la néphrectomie pour tuber- 
culose unilatérale par des localisations tuberculeuses 
extra-rénales). J. d’urol. méd. et chir., 1926, xxi, 31. 

The mortality from tuberculosis of the kidney is 
still high if the late results are considered. The high 
late mortality is generally explained by the develop- 
ment of a tuberculous lesion that was already present 
at the time of the operation. This is suggested by the 
fact that the figure diminishes with the lapse of 
time after the operation, being 31 per cent at the 
end of three years and 14 per cent at the end of seven 
years. 

The author has collected 172 cases of unilateral 
tuberculosis in which nephrectomy resulted in a 
permanent cure in 69 per cent. These were cases with 
no extrarenal lesion. In a group of fifty-three cases 
with extrarenal lesions, complete recovery resulted 
in only 47 per cent. Bone lesions have the least 
effect on the mortality of nephrectomy. In eighteen 
cases with bone lesions, a complete recovery resulted 
in 62 per cent; in twelve cases with genital lesions, it 
was obtained in 59 per cent; and in twenty-one cases 
with pulmonary lesions it resulted in 29 per cent. 
Therefore, while genital tuberculosis has a marked 
effect on the late results of nephrectomy, the lesion 
most to be feared is a pulmonary lesion. 

There are a few cases in which nephrectomy seems 
to benefit the pulmonary lesion, but these are rare. 


127 


Cases of renal tuberculosis may be divided into 
three groups. In the first group are those in which 
there was no lung complication before operation and 
in 40r § per cent of which pulmonary disease de- 
velops afterward. 

In the second group are those in which a few dis- 
crete lesions have been present but have disap- 
peared or remained latent for a long time, and pul- 
monary tuberculosis develops after the operation in 
from ro to 15 per cent. 

In the third group are cases in which there is mani- 
fest tuberculosis at the time of operation and the de- 
cision as to operation is difficult. If the pulmonary 
lesions are clearly progressive, with fever, night 
sweats, etc., operation should not be considered. If 
operation is performed because of intense pain from 
cystitis or the danger that a large suppurating kidney 
may break down, miliary tuberculosis of the lungs 
or meninges may develop. If the lesions are quies- 
cent and not very extensive at the time of operation 
or if they are localized in one lung and caseation has 
not begun, operation may be performed if there are 
reasons for it such as those mentioned, but in such 
cases the mortality is between 40 and 50 per cent. In 
the third group of cases operation should be per- 
formed only if it is urgently indicated. 

Aubrey G. Morcan, M.D. 


Commenge and Pasteau: Deaths from Nephrec- 
tomy for Tuberculosis Based on the Constant 
(Morts par nephréctomie pour tuberculose sur la con- 
stante). J.d’urol. méd. et chir., 1925, XX, 492. 

Commenge reports three cases of early death after 
nephrectomy for renal tuberculosis. His statistics 
cover sixty-two cases of primary nephrectomy for 
renal tuberculosis performed by the lumbar route 
with nine deaths from one to nine days after the 
operation. Except for one death from embolism on 
the twenty-third day, that of a woman in very poor 
condition, these were the only cases of very early 
death. Three deaths in four (75 per cent) were due 
to uremia. ‘This percentage is almost the same as 
that of Legueu and Chevassu for operative deaths 
and that of Israel and Boeckel for late deaths. As 
Rafin wrote in the “Encyclopedia of Urology,” 
urinary insufficiency and anuria, to which Pousson, 
in 1900, attributed 41 per cent of the deaths, hardly 
enter into recent statistics at all. 

The question as to whether the uramia could have 
been prevented is discussed. It is possible that it 
might have been in Case 1 in which it was latent and 
the azotamia and the constant had been lowered only 
by a very strict diet. Operation is very uncertain in 
such cases as the uramia may recur on the slightest 
provocation, but in Case 1, Commenge was surprised 
at the rapidity of its development. 

[ts evolution in Case 2 he could not understand. 
Before the operation the azotamia in this case was 
0.53 and the constant 0.100; the left kidney increased 
its urea concentration to 24.5 and yielded 1.47 gm 
in two hours. Although the water function was ex- 
cellent, the patient died at the end of fifty hours. 
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In Case 3 there was some uncertainty as to whether 
the urine labeled from the left kidney came from the 
left kidney or from the bladder, but the azotemia 
was 0.20 and the constant 0.068. This was incom- 
patible with a bilateral lesion, and all of the clinical 
signs indicated a lesion on the right side. Neverthe- 
less, nephrectomy performed on the indications 
given by the constant was followed by death. 

The constant has rendered Commenge great serv- 
ice in more than ninety nephrectomies, but he calls 
attention to the fact that the surgeon and urologist 
should be on their guard against drawing incorrect 
conclusions in the cases of patients subjected previ- 
ously to a low-nitrogen diet. 

Auprey G. Morcan, M.D. 


Ibuka, K.: Function of the Autogenous Kidney 
Transplant. Am. J. M.Sc., 1926, clxxi, 407. 

Ibuka, K.: Function of the Homogenous Kidney 
Transplant. Am. J. M.Sc., 1926, clxxi, 420. 


From the results of extensive animal experimenta- 
tion the author concludes that the successful autog- 
enous kidney transplant in the neck of the dog 
functions for months in a practically normal manner 
while coexisting with the normal kidney in the ab- 
domen, and maintains the animal in good health for 
a fairly long time after the excision of the other 
kidney. 

When a kidney is transplanted to the neck it can 
there be studied with regard to certain renal func- 
tions as well as with regard to its own physiological 
activity. Analysis of the urine from the transplant 
and various functional tests made simultaneously 
with an investigation of the normal kidney in the 
abdomen or after the removal of the latter showed 
fairly normal kidney function. After ablation of the 
other kidney, an apparently compensatory activity 
of the transplant was observed. It is evident that 
the nerve supply to the kidney and the ureter plays 
a minor and unessential part in renal function since 
the transplanted kidney functioned equally well in 
the new location and the renal pelvis and ureter even 
showed increased peristalsis. The ultimate failure 
of function of autogenous kidney transplants trans- 
planted successfully to the neck and functioning 
there for a fairly long time seems to be caused by 
hydronephrosis and infection due mainly to mechani- 
cal insult in the new location. 

Having established a given technique in his work 
on autogenous kidney transplants, the author experi- 
mented also with homogenous transplantation. The 
surgical technique and postoperative treatment were 
the same as in the previous experiments. The func- 
tion of the homogenous transplants in the neck in 
association with the kidneys of the recipient was 
observed. This was found to continue for a few days 
after the transplantation and to end in necrosis or 
softening of the transplant. Chemical and functional 
tests proved that the homogenous transplant func- 
tioned similarly to the autogenous transplant for a 
limited time, but its function soon changed and final- 
ly ceased, whereas the autogenous transplant re- 
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covered and assumed normal function at a time cor- 
responding to that at which the homogenous 
transplant failed. Study of specimens of the homog- 
enous transplant revealed that the transplanted 
kidneys were affected at first by nephritic changes 
of the parenchyma such as cloudy swelling and de- 
generation of the tubular elements and then by 
marked nephritic processes in the renal tissue, show- 
ing profound degeneration of glomerular and tubular 
elements with extensive interstitial infiltration of 
leucocytes and small round cells. 

The great difference in the length of survival and 
the functional behavior of the homogenous trans- 
plant as compared with the autogenous transplant in 
experiments performed in the same manner cannot 
be attributed simply to the surgical and mechanical 
factors of the operation. In the author’s opinion it 
is due probably to some as yet not understood under- 
lying biological factor in homogenous transplanta- 
tion. Joun G. Curetuam, M.D. 


Papin, M.: Anuria for Seven Days After Catheteri- 
zation of the Ureters (Anurie sécretoire de sept 
jours aprés un cathétérisme des uretéres). J. 
d’urol. méd. el chir., 1925, XX, 503. 


In the case of a man 38 years of age a diagnosis of 
tuberculosis of the left kidney was made and the 
ureters were catheterized on June 29, 1925. The 
catheterization confirmed the diagnosis. The amount 
of urine collected during a period of two hours was 
normal, but on withdrawal of the catheters urina- 
tion stopped and in spite of medical treatment no 
urine was passed for a week. Signs of uramia were 
noted, but just as the author was preparing to per- 
form a nephrostomy, the patient passed 200 gm. of 
urine and thereafter he urinated normally. On 
July 13, Ambard’s constant was 0.109. On July 16, 
pyonephrosis of the left kidney developed suddenly, 
and on July 20 Papin was obliged to perform a ne- 
phrectomy. The patient recovered and is now well. 

In discussing this report, CHEvAssu said that he 
has long contended that catheterization may irritate 
the ureters and kidney and considerably impair 
kidney function, and that, although it is valuable 
and necessary in some cases, it should be performed 
only on strict indications. 

PastEAU and MICHON reported that they had 
never seen anuria following catheterization of the 
ureters. Michon stated that the patient should be 
kept in bed after the procedure, and that if he had 
been treating Papin’s case he would have tried an- 
other catheterization and lavage of the kidney pelvis 
to overcome the anuria. Auprey G. Morcan, M.D. 


Boehringer, K.: Ureteral Stone: Non-Operative In- 
strumental Removal (Ueber Uretersteine: un- 
blutige instrumentelle Entfernung). Verhandl. d. 
deutsch. Gesellsch. f. Urol., 1925, p. 91. 


When a ureteral stone is not too large, its removal 
or expulsion should be effected if possible through 
the natural pathway. As operation is not infre- 
quently followed by recurrence or scar stricture 
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causing the development of hydronephrosis, every 
effort should be made to avoid it. 

In fifteen of thirty-two cases of ureteral stone seen 
at the Dresden-Johannstadt Municipal Hospital, the 
stone was removed by the natural passsage. In 
twelve, an operation was performed, and in eight the 
procedure has not yet been decided upon. 

In seventeen cases from one to three catheters were 
introduced simultaneously to stretch the ureter, 
catch the stone between the catheters, and pull it 
out. In five cases this procedure resulted in the im- 
mediate removal of the stone, and in three by its 
spontaneous descent several hours later. In nine 
cases operation was necessary. 

Since the very strong contraction of the ureteral 
wall around and in front of the stone constitutes the 
chief obstacle to the descent of the stone, the author 
has devised a special dilating instrument. This con- 
sists in a 5-cm. director to be slipped past the stone, 
and a dilator with four steel bands which can be 
dilated into a basket of about 30 Charriére circum- 
ference. The author has used the instrument twice 
up to the present time, once with immediate success 
and once with an uncertain result. 

Since the conservative management requires 
great patience on the part of the patient, it has been 
found necessary to operate more frequently than the 
author desired. HorrMann (Z.) 


Floris, M.: Obliteration of the Ureter in Gyneco- 
logical Practice and the Resulting Hydrone- 
phrosis (Sull’obliterazione dell’uretere in rapporto 
alla pratica ginecologica e sull’idronefrosi consecu- 
tiva). Riv. ital. di ginec., 1925, iv, 35. 

The ureter is frequently injured in gynecological 
practice, particularly in Wertheim’s panhysterec- 
tomy for cancer of the cervix. The author reviews the 
various methods of repair and concludes that the 
best method is implantation of the ureter into 
the bladder. This is possible, however, only when the 
ureter is sectioned close enough to the bladder so that 
the proximal segment can be implanted without too 
much stretching. 

The next best method, and one which is always 
practicable and quick, is closure of the ureter. While 
this causes hydronephrosis and has been compared 
in its effect to nephrectomy, it brings about slowly 
and by a purely functional mechanism the result 
which nephrectomy accomplishes anatomically and 
at once, and the effects on the organism of slow sup- 
pression of function of an organ are by no means the 
same as those of its sudden removal. Nephrectomy 
is absolutely contra-indicated unless the other kidney 
is normal, and when a ureter is injured in the course 
of a gynecological operation the surgeon may not 
know whether the other kidney is intact or not. 

If the other kidney is diseased, ligation of the 
ureter does not subject the patient to the same dan- 
ger as nephrectomy. In fact it is known that renal 
function, when suppressed by a hydronephrosis, may 
be re-established, even in excess, when the stagnated 
urine begins to flow again. The development of a 


129 


permanent and irremediable injury of the kidney re- 
quires some time. When the lesion of the epithelium 
is not too far advanced there may be regeneration of 
the tubules. In experimental work the epithelium of 
the uriniferous tubules presented no signs of de- 
generation a month after ligation; at most they 
showed simple atrophy from compression. 

Various methods of occlusion may be used if they 
are practiced with due caution. The author prefers 
tying the ureter with a band of tendon or peritoneum 
from the lumbar region with peritonization of the 
stump to prevent adhesions. It is evident, however, 
that the method’ must be adapted to the condi- 
tions in the given case. Auprey G. Morcan, M.D. 


BLADDER, URETHRA, AND PENIS 


Rejsek, J.: An Unusual Case of Rupture of the 
Bladder During Cystoradiography (Un cas rare 
de rupture de la vessie au cours de cystoradiographie). 
J. d@urol. méd. et chir., 1925, xx, 382. 

Rupture of the bladder is generally caused by 
external violence sustained when the bladder is full, 
but when there is a pathological change in the blad- 
der walls, it* may occur from internal pressure. 
Rejsek reports a case of the latter type in a 68-year- 
old man with symptoms of intense cystitis. Cystos- 
copy, performed because a calculus was suspected, 
showed that the capacity of the bladder was only 
120 c.cm. and revealed hypertrophy of the trabec- 
ule and intense acute inflammation of the mucous 
membrane. As no cause for the cystitis was found, a 
roentgenogram was made after the injection of 120 
c.cm. of 30 per cent sodium bromide and 2 per cent 
alypin. ‘The patient immediately experienced in- 
tense burning pain and a desire to urinate. 

The roentgenogram showed the bladder surmount- 
ed by a crescent-shaped shadow, the concave side 
of which was connected by a pedicle with the bladder 
shadow. ‘The lower concave surface was jagged, 
while the upper convex outline was smooth. This 
shadow was due evidently to the perivesical, sub- 
peritoneal extravasation of the contrast fluid. 

The patient refused operation, but the next day 
his condition was much less favorable and only 70 
c.cm. of urine could be obtained on catheterization. 
This finding and the signs of peritonitis and dulness 
on percussion in the hypogastrium showed that a 
continuous extravasation of urine was taking place 
into the subperitoneal space. A suprapubic incision 
was therefore made and the urine sponged out. 
There was no hemorrhage. The opening in the 
bladder wall could not be found. A Freyer tube was 
placed in the bladder, and the perivesical space and 
the space of Retzius were drained. Partial suture of 
the aponeurosis and skin was then done. The patient 
recovered, but died soon afterward of pneumonia. 

Undoubtedly in such cases there is a pathological 
change in the bladder wall. Even slight over-disten- 
tion on injection leads to contraction of the hyper- 
trophied muscle, and violent contractions cause an 
increase in the intravesical pressure and rupture of 
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the bladder as the result of the decrease in the elas- 
ticity of the wall. The roentgen picture in the 
author’s case was interesting as the convex line of 
the crescent showed that the effusion of liquid was 
extraperitoneal. If the rupture had been intraperi- 
toneal the effusion would have been diffuse and 
scarcely visible because of the small amount of fluid. 
In such a case it is not necessary to lose time looking 
for the opening in the bladder wall; suprapubic cys 
tostomy is sullicient. Auprny G. Morcan, M.D. 


Bazy, P.: Absence of a Shadow in Roentgenography 
for Vesical Calculi (Note sur absence d’ombre a 
la radiographie dans les calculs de la vessie). J. @urol. 
méd. ct chir., 1925, XX, 309. 

In his operative notes for November 22, 1899, the 
author finds a note in regard to a case in which a 
lithotriptor was introduced and a roentgenogram 
then taken. A stone was suggested, rather than seen 
clearly, between the blades of the lithotriptor. As it 
is often difficult to see the shadow of a vesical cal- 
culus, Bazy conceived the idea of studying the 
shadow seen between the blades of the lithotriptor in 
such cases and applying the knowledge thus gained 
to other cases of possible vesical calculus. 

He describes three cases in which roentgenograms 
were taken by competent roentgenologists and pro- 
nounced negative for stone in the bladder, but in 
which he could make out a very faint shadow and 
his diagnosis of stone was confirmed by operation. 
In one case the shadow he saw was the same in size 
as the distance between the blades of the litho- 
triptor when it was introduced. Bazy admits, how- 
ever, that he may have seen these shadows because 
he was convinced beforehand of the presence of a 
stone in the bladder. Auprey G. Morcan, M.D. 


Wallace, W. J.: Unusual Bladder Obstruction. J. 
Urol., 1926, Xv, 325. 

‘The author reviews the literature on obstruction 
of the neck of the bladder and reports an unusual 
case, 

His patient was a laborer 64 years of age, the father 
of four grown children. He was admitted to the hos- 
pital complaining of frequency of urination, strang- 
ury, and partial incontinence. His history was nega- 
tive except that he stated that he had had some 
difficulty with urination all his life. During the last 
year the symptoms he complained of at the time of 
his admittance to the hospital had become steadily 
more severe. On account of his age and the nature of 
his symptoms, he was prepared for a two-stage 
prostatectomy. 

The cystotomy was done under local anesthesia. 
When the second stage of the operation was under- 
taken three weeks later no intravesical bulging or 
enlargement was found. Instead, there was what 
appeared to be the wall of a ruptured cyst which was 
believed to have been broken during the operation. 
The bladder was closed in the usual manner, but 
when healing was complete the difficulty in urina- 
tion returned. Sounds were passed into the bladder 
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readily but catheterization of the bladder was fre 
quently necessary. 

Cystoscopic examination at this time was unsatis- 
factory. It was necessary to depress the ocular end 
of the cystoscope in order to throw the light over the 
prominence causing the obstruction. A small mass 
was made out in relation to the left ureteral orifice. 
As profuse bleeding occurred during the cystoscopic 
examination a tentative diagnosis of multiple 
small vesical tumors was made and open exploration 
of the bladder was recommended. 

Operation revealed no tumor but instead a thin 
fibrous partition or diaphragm extending along the 
interureteral ridge. This was a firm thin membrane 
about 1 in. in height, extending from a point about 
'4 in. to the left of the internal sphincter backward 
just behind the left ureteral orifice, and across on the 
interureteral ridge, and terminating just short of the 
right ureteral orifice. ‘This diaphragm divided the 
bladder into two portions each of which was capable 
of holding a considerable amount of urine. When the 
patient strained, the partition came forward and 
practically occluded the internal urethral orifice. 
The septum was grasped with forceps and removed 
with the electric cautery. The patient made an un 
eventful recovery and since the operation has had no 
urinary difficulty at all. 

The author has been unable to find any similar 
case reported in the literature. The condition differs 
from the “hourglass bladder” and the ‘double 
bladder,” into each half of which a ureter empties. 

CLauDE D. Hoimes, M.D. 


Scheele, K.: Granular Cystitis, Nodular and Cystic 
(Die Cystitis granularis, nodularis und _ cystica). 
Verhandl. d. deutsch. Gesellsch. f. Urol., 1925, p. 255+ 

The author discusses disease of the urinary blad- 
der which is not tuberculous but forms nodules very 
similar to tubercles. The cystoscopic picture shows 
numerous nodules which may occur singly in the 
region of the trigone and ureters or are found 
closely pressed together or in groups scattered over 
the entire surface of the bladder. The mucosa in the 
immediate vicinity is often slightly reddened, a find- 
ing which may lead to confusion of the condition 
with tuberculosis. Beyond this reddened area, how- 
ever, there is no macroscopic evidence of inflamma- 
tion. Some of the nodules are grayish-brown and 
transparent; others, which are lighter colored and 
sometimes larger, have a watery transparent content. 

The nodules vary in their elevation, sometimes 
scarcely reaching above the level of the mucous 
membrane and sometimes being distinctly hemi- 
spherical. Occasionally the mucous membrane of the 
bladder, particularly in the trigone, shows a change 
toward smoothness so that the markings of the blood 
vessels are entirely lost and the membrane has an 
opaque grayish-white appearance. The edges of this 
smooth area show reddening, marked injection of 
the blood vessels, and, not rarely, a few nodules. 

The author has named this syndrome “cystitis 
granularis.”” He has found it most frequently asso- 
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ciated with a chronic cystitis which often had existed, 
with remissions, for ten years or longer and had been 
caused by gonorrhoea or a strong genital discharge 
or had developed as an obstetrical complication. In 
any event there had been formerly a severe infection 
of the bladder, but at the time of the granular cys- 
titis this was no longer present in an acute stage. 
The patient complained of itching and stabbing pain 
in the bladder, tenesmus, pain at the time of urina 
tion, and urgency of urination. In spite of this, the 
urine was usually clear or only faintly cloudy. 
Bacteriological examination revealed staphylo 
cocci or streptococci in fourteen of thirty-three cases, 
bacillus coli in eleven, and a mixed infection of bacil- 
lus coli and cocciin two. The histological appearance 
of excised nodules justifies the classification of the 
cases into those of cystitis nodularis and those of 
cystitis epitheliaris. Cystitis epitheliaris may be 
further divided into the so-called “epithelial nest of 
von Brunn,” cysts, glandular structures, and leu- 
coplakia. The conception of the pathologist that the 
infection and inflammation play an important réle 
in the production of the lymph nodules as well as 
the epithelial nodules and cysts coincides with the 
author’s clinical experience. In addition to inflam- 
mation of the bladder, chronic pus infections of the 
pelvis of the kidney and purulent infections of the 
genitalia play important roles. RosENBURG (Z.) 
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Shaw, E. C.: Epidural Anesthesia for Perineal 
Prostatectomy: An Experimental and Clinical 
Study, with a Report of 100 Consecutive Cases. 
J. Urol., 1926, xv, 219. 

The anatomical arrangement of the nerves supply 
ing the prostate and contiguous structures is such 
that all may be blocked by a single injection of 
anwsthetizing solution through the sacral hiatus into 
the extradural space. Anesthesia produced by such 
an injection has been termed by different surgeons 
“epidural,” ‘‘extradural,’’ ‘“‘caudal,” and ‘‘sacral” 
anwsthesia. 

In the author’s cases transsacral injections and 
local infiltration were not used. 

Morphine was given alone as a preliminary seda- 
tive in seventy-three cases and in combination with 
scopolamine in thirteen cases. Nine of the patients 
received no preliminary sedative. ‘The injections 
were made with the patient in the ventral position. 
In ninety cases the anwsthetic was procaine, and in 
ten, novocain-suprarenalin. Blood-pressure deter 
minations and pulse and respiration .counts were 
made at five-minute intervals from the time of the 
injection of the anesthetic until the operation was 
completed. The blood pressure proved to be the 
best indicator of the patient’s condition. 

It was found that from 15 to 20 c.cm. of the 
anesthetic completely filled the extradural space in 
the sacral canal and yet did not extend upward to 
come into contact with nerves supplying areas not 
involved in the operation. 


Among the 100 cases the anesthesia was incom 
plete in 17 per cent. Whenever there was definite 
pain the induction of anwsthesia was classified as a 
failure even if the operation could be completed 
without the use of a general anesthetic. General 
anesthesia was induced in eleven cases. 

The incidence of satisfactory anasthesia was 
proportional, not to the amount of procaine solution 
used, but to the concentration of the solution. The 
best results were obtained with from 15 to 20 c.cm. 
of 3 per cent procaine. 

Extradural anesthesia produces complete relaxa 
tion of the muscles of the perineum, thereby facili- 
tating the operation. The postoperative complica- 
tions are definitely less than those following any 
type of general anesthesia. Postoperative pneu- 
monia and uremia did not occur. Cardiac decom- 
pensation occurred in only one case and in this in- 
stance it was mild and was followed by complete 
recovery. 

Epidural anasthesia should not be used for nerv- 
ous unco-operative patients unless general anesthesia 
is definitely contra-indicated. In the cases of old 
debilitated patients with impaired kidney function, 
extradural anawsthesia undoubtedly reduces the oper- 
ative risk. ‘The extradural block need not be supple 
mented by transsacral injection. 

C. Travers Srerita, M.D. 


Keyes, E. L.: An Operation for Incontinence of 
Urine Following Perineal Prostatectomy. Surg., 
Gynec. & Obst., 1926, xlii, 423. 

Keyes reports a case of incontinence following 
perineal prostatectomy one year previously. The 
patient was a man 7o years of age. On October 16, 
1923, the perineum was opened through the usual V- 
shaped incision made in the line of the old scar and 
the rectum was separated from the urethra. The 
membranous urethra was opened by mistake but 
was sutured immediately. As no fibers of the exter- 
nal urethral sphincter could be found, the two leva- 
tor ani muscles were sutured to the posterior part of 
the bulbocavernosus. 

Seven weeks after the operation the patient re 
mained dry all night. When he left the hospital on 
January 14, 1924, he was dry at night but was unable 
to control his urine by day except when he was 
sitting down. Eleven months after the operation he 
was obliged to empty his bladder twice at night but 
was able to hold the urine half a day. In June, 1925, 
he reported that he was entirely well, was not obliged 
to urinate at night, and remained perfectly dry. 

ALTON OcHsSNER, M.D. 


Gayet, G., and Peycelon, R.: Pyelonephritis After 
Prostatectomy (La py¢élonéphrite chez les prosta- 
tectomisés). J. d’urol. méd. et chir., 1925, XX, 371. 


Ascending infection of the ureters and pelvis in 
prostatitis is common, but little attention has been 
paid to the course of the lesions after radical opera 
tion and the effect of prostatectomy upon their evo- 
lution. 
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The authors report five cases which show that 
pyelonephritis is not overcome by prostatectomy 
and after the operation constitutes a danger against 
which precautions must be taken. In the majority of 
cases the pyelonephritis which becomes manifest 
after a prostatectomy is a continuation of a pye- 
lonephritis that existed before, but there are cases in 
which it develops after operation in patients who 
had clear urine before. Of course, renal disease 
preceding prostatectomy also predisposes to this 
complication. , 

Pyelonephritis generally develops the third week 
after prostatectomy and begins when the hypogastric 
fistula is closed. There is often a slight rise in the 
temperature at this time. The free drainage of the 
bladder through the suprapubic fistula is replaced 
by less perfect drainage through the retention cathe- 
ter, and the slightest obstruction of the sound with 
reflux of urine causes an ascending infection. 
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Pyelonephritis after prostatectomy may be acute 
or chronic. The prognosis is rather grave. ‘The diag- 
nosis is easy. To prevent the development of the 
condition special care must be taken when the supra- 
pubic fistula is closed. Vesical lavage should be 
practiced twice a day, a low pressure being used in 
order not to cause a reflux into the ureter. ‘Trau- 
matism and infection of the urethra must be avoided. 
A sound must not be introduced through the penis too 
soon, and after its introduction care must be taken 
to see that it functions perfectly. If the fever and 
pyuria persist, suprapubic drainage should be re- 
established. The best treatment for established 
pyelonephritis is the intravenous injection of urot- 
ropine combined with lavage of the pelvis with 1 
per cent protargol. Ifthe kidney increases in size and 
there is retention of pus, nephrotomy may be neces- 
sary. In serious cases this operation must not be too 
long delayed. Auprey G. Morcan, M.D. 
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Harbin, M.: Non-Suppurative Osteomyelitis, with 
the Report of an Unusual Case. J. Bone & 
Joint Surg., 1926, viii, 401. 

In the case reported, that of a boy 14 years of age, 
non-suppurative sclerosing osteomyelitis of the os 
calcis followed trauma sustained a year previously 
when the patient stepped on a rusty nail. Weight- 
bearing was very painful. There was no redness or 
suppuration. The affected heel was broader than its 
mate and moderately tender. Its surface tempera- 
ture was slightly increased. Roentgenograms showed 
destruction throughout the epiphyseal portion of the 
affected heel, with increased density of the body and 
proliferation on the lateral aspect. 

Operation revealed increased vascularity with 
slight irregularity, an increase in the size of the bone, 
thickening and eburnation of the cortex, and a de- 
crease in the cancellous bone. ‘There was no evidence 
of suppuration. The condition seemed to have some 
relationship to epiphysitis or osteochondritis. 

Daniev H. Levintuat, M.D. 


Codman, E. A.: Registry of Bone Sarcoma. I. 
Twenty-Five Criteria for Establishing the Diag- 
nosis of Osteogenic Sarcoma; II. Thirteen 
Registered Cases of ‘‘Five-Year Cures’’ Ana- 
lyzed According to These Criteria. Surg., Gynec. 
& Obst., 1926, xlii, 381. 


One of the primary objects of the registry for bone 
sarcoma is the collection of cases of osteogenetic 
sarcoma which have been cured for five years without 
recurrence, and the recording of the methods of 
treatment in such cured cases. 

In a period of five years there have been collected 
only seventeen primary malignant bone tumors 
which may be considered cured. 

Through the efforts of the Registry there is now a 
collection of roo standard benign giant-cell tumors, 
100 standard osteogenetic sarcomata of the femur, 
100 osteogenetic sarcomata of other bones, and 50 
standard cases of Ewing’s tumor. In all, 650 cases 
have been studied. 

In the seventeen cured cases of primary malignant 
bone tumor, an amputation was done in all but one. 
In the one exception, local exploration was followed 
by intense irradiation and the use of Coley’s serum. 
In eight cases, irradiation treatment was given. In 
seven, the treatment consisted of amputation alone. 

In nearly all cases of osteogenetic sarcoma, pain 
precedes the other symptom. Pathological fracture 
is rare, whereas in cases of cysts, giant-cell tumors, 
and carcinoma, it is common. A history extending 
over a period of years is unusual. Most patients seek 
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advice from one to twelve months after the onset 
of the condition. 

The general health just before the onset is good. 
With the exception of cases in which the osteogenetic 
sarcoma was coincident with Paget’s disease, there 
is no record of such a sarcoma in a patient over 50 
years of age. The growth of the tumor is rapid and 
steady, being noticeable from month to month. 

In the examination, the soft tissues are not easily 
moved over the bony tumor. About one-half of all 
osteogenetic sarcomata occur in the femur and one- 
fourth in the tibia. The phalanges, carpal, and small- 
er tarsal bones seem to be exempt. Signs of inflam- 
mation are absent or very mild. The neighboring 
joint is not involved. The tumor is usually large, and 
involves both sides of the cortex. 

In the X-ray picture, medullary or subperiosteal 
involvement is seen. The old shaft remains in its 
normal position, even if it is disintegrated, and is 
never expanded. The advancing outline of the tumor 
in spongy bone is irregular and rough. The process 
is both osteolytic and osteoblastic. The soft parts 
near the bony site of the tumor are usually invaded. 

On microscopic examination, mitotic figures are 
found to be numerous and hyperchromatism of nuclei 
and pleomorphism are prominent. Tumor giant cells 
and foreign-body giant cells are often present, but 
their absence does not rule out malignancy. The 
differentiation between cellular and_ intercellular 
substance is not sharp. If complete differentiation is 
found, the tumor is probably benign. Definite blood 
vessels with walls and branches like the twigs of a 
tree are characteristic of osteogenetic sarcoma, 
whereas in benign giant-cell tumors there are only 
capillaries or sinuses without any walls except the 
endothelium lining them. 

As a rule the pathologist, roentgenologist, and 
surgeon agree in their independent diagnoses if the 
tumor is definitely malignant. If one of them is in 
doubt, all of the others are also in doubt or should 
be. Much depends upon the amount of tissue sent to 
the pathologist and the completeness of the history 
and other clinical data. 

Thirteen cases cured without recurrence after five 
years are tabulated. In three, the tibia was involved 
and in ten the femur. An amputation was done in 
all except one. In five, the amputation alone must 
be regarded as responsible for the cure. 

WittiaM A. Criark, M.D. 


Cole, W. H.: Chondrodysplasia. Surg., Gynec. & Obst., 
1926, xlii, 359. 

Ollier, who first reported chondrodysplasia, de- 
scribed it as irregular and retarded ossification at the 
epiphyseal cartilages, the cartilage persisting as 
nodules and masses which take a long time to become 
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transformed into bone. ‘The condition is observed 
most clearly in the bones of the fingers and toes. ‘The 
clinical picture is that of arrested development and 
growth with curving of the long bones, deformities 
of the hands and feet, and joint deformities conse- 
quent upon the bony changes. 

Following a review of the literature, Cole reports 
a case of his own. The patient was a girl of 11 years 
whose right leg had been short from birth. None of 
the other members of her family showed a similar de- 
formity. The patient had had the usual diseases of 
childhood. Examination revealed enlargements at 
both ends of the tibia and the lower end of the femur. 
The knee presented varus angulation, slight flexion, 
and external rotation. The right leg was 20 cm. 
shorter than the left. Roentgenograms showed a 
short thick femur with enlargement at the mid-shaft 
and at the lower end. In the enlarged portions, mot- 
tling and irregular vacuoles were evident. ‘The same 
sort of enlargements were found at each end of the 
tibia and in the first and second toe bones and their 
metatarsals. 

A biopsy was done on the upper tibial tumor. 
Grossly, the mass was cartilaginous with a thin bony 
shell. Sections showed cartilage with small bony 
islands. As no treatment was indicated, an extension 
shoe was prescribed. 

In conclusion, Cole states that the term ‘‘Ollier’s 
disease”’ should be confined to cases of cartilaginous 
dystrophy, with or without tumor, in which asym- 
metrical involvement of the body is the outstanding 
clinical feature. Chondrodysplasia also is usually 
asymmetrical, but as several symmetrical cases are 
on record the term ‘‘chrondrodysplasia” is of 
broader application than “‘Ollier’s disease.” 

WitiiaM A. CLark, M.D. 


Cumberbatch, E. P., and Robinson, C. A.: Non- 
Infective Arthritis in Women. Brit. M.J., 1926, 
1, O12. 

‘The authors report investigations carried out from 
the standpoint that the elucidation of certain ob- 
scure conditions may be facilitated by considering 
the results of treatment. They discovered that the 
process producing arthritis may sometimes be 
brought to an end by heating the pelvic organs by 
diathermy. ‘The local application was first found 
effective in gonococcal arthritis, but later proved 
beneficial also in other types of arthritis. In the 
cases of gonococcal infection it was found unneces- 
sary to apply the current to the joints if it was ap- 
plied to the foci from which the dissemination oc- 
curred—the cervix uteri in women and the prostate 
and seminal vesicles in men. With regard to the 
other cases, it was assumed that the effect of the 
current upon the arthritis was due to its action 
upon the cervix or the prostate infected by other 
organisms. However, in one series of cases in which 
it seemed clear that no infection was present—those 
of women in whom the arthritis developed at the 
time of the establishment of menstruation or at about 
the age of the menopause—the arthritis appeared to 
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be due to the lack or deficiency of the hormones of 
the ovary or some other pelvic organ. 

In the cases of virgins, the diathermy was applied 
by a rectal electrode and in the cases of married 
women through the vagina. 

Two cases are reported, one of arthritis occurring 
when menstruation began, and the other of arthritis 
at the time of the menopause. In both of these cases, 
diathermy proved beneficial and seemed to aid in 
the establishment of normal physiological processes. 

Ropert C. LoNerGan, M.D. 


Syme, W. S., and Cappell, D. F.: A Case of Chor- 
doma of the Cervical Vertebrz with Involve- 
ment of the Pharynx. J. Laryngol. & Otol., 1926, 
xli, 209. 

The recognition of tumors derived from noto- 
chordal remnants dates from the classical research of 
Muller, Luschka, and Virchow. Muller was able to 
show that notochordal remnants frequently persist 
in the spheno-occipital and sacrococcygeal regions. 
About fifty-six cases have been reported. Such 
growths occur most frequently in the spheno-occip- 
ital and sacrococcygeal regions. 

The authors report the case of a man 59 years old 
who entered the hospital with a history of shooting 
pains in the neck of two months’ duration, followed 
by increasing stiffness and difficulty in swallowing. 
Breathing and speech were affected. 

Physical examination disclosed an extensive 
smooth swelling in the posterior pharyngeal wall, 
which was more prominent on the left side than the 
right. At operation, the growth was found limited 
anteriorly and laterally by a capsule. Posteriorly, 
it had invaded the body and adjacent portions of the 
third cervical vertebra. It was resected as far as 
possible, and a diathermy button applied. 

Six months later a recurrence was operated upon. 
At this time the growth was ill defined and resection 
was more difficult. The patient died of septic pneu 
monia. 

The first specimen had a curious semi-translucent, 
rather gelatinous appearance, and was composed of 
definite strands. ‘The second specimen was similar 
and no more degenerated. At autopsy, no evidence 
of metastatic growth was found. 

The growth was typical of the class of tumor de- 
scribed as chordoma, although it was rather more 
cellular and more malignant than the majority of 
such growths. The histological appearances were 
characteristic, and reproduced with considerable 
fidelity the various stages in the ontogeny of the 
notochord. There are solid cellular areas composed 
of clearly demarcated epithelial cells, similar to the 
notochord in its second stage of development. Later, 
the cells begin to become differentiated and exhibit 
the characteristic mucinous secretion of notochordal 
cells, with here and there the formation of actual 
physaliphorous cells, as the large highly vacuolated 
structures have been named. In other places secre- 
tion is poured freely into the intercellular spaces and 
the appearance of the notochord at a more advanced 
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stage is reproduced in an exaggerated degree. Final- 
ly, just as when the notochord becomes enclosed in 
the centers of the intervertebral disks to give rise 
to the nucleus pulposus, the cells become modified 
to irregular syncytial strands with many large vacu- 
oles which contain a substance of unknown nature. 

The presence of very definite sheaths round the 
smallest invasive elements of the tumor is a striking- 
example of reversion of the tumor cells to a stage 
far back, not merely in the ontogeny of the indi- 
vidual, but also in the phylogeny of the vertebrates. 
In the human subject, the notochord does not undergo 
the more elaborate differentiation which occurs in 
some of the lower vertebrates, and the primary and 
secondary sheaths are at best only very poorly de- 
veloped. These sheaths are present in certain lower 
mammals, e.g., the pig and the mouse, but the great- 
est development of these structures occurs in exceed- 
ingly low vertebrates such as lepidosiren and acan- 
thias. 

The tumors thus appear to reproduce in a very 
interesting fashion the character of notochordal cells 
both in architectural arrangement and cytological 
structure. Ropert C. Lonercan, M.D. 


Rollier, A.: Pott’s Disease. J. Bone & Joint Surg., 1926, 
viii, 360. 

Probably the most famous institution of helio- 
therapy is that at Leysin, Switzerland, under the 
direction of Rollier. In this article Rollier reports 
his observations upon the successful results of helio- 
therapy in Pott’s disease. 

In addition to the sun treatment, immobilization 
in the horizontal position is maintained until a com- 
plete cure of the diseased vertebra is demonstrated 
by roentgenograms. Ambulatory treatment is not 
considered. The horizontal position gives the neces- 
sary rest to the spinal column and, by removing the 
harmful influence of the body weight, prevents fur 
ther ulceration due to compression or deviation of 
the vertebra. To obtain the desirable hyperexten 
sion of the diseased segment, the patient is immobi 
lized by turn in the dorsal and ventral positions. 

In the dorsal position the patient with spondy 
litis is placed upon a hard mattress if he has well 
developed musculature and no deformity of the spi 
nal column. If he is in poor condition, millet-seed 
cushions of uniform consistency are arranged be- 
tween his body and the mattress. In the cases of 
children and restless adults, a canvas jacket is 
applied with straps to keep the patient from turning 
or sitting up in bed. In cases of gibbus formation the 
spine is hyperextended and millet-seed cushions of 
gradually increasing thickness are placed underneath 
the kyphosis. The cushions are later replaced by a 
block of wood which conforms to the shape of the 
gibbus. 

When the pain has ceased, the patient is turned 
to the ventral position and a wedge-shaped cushion is 
placed under the chest. In some cases, the shoulders 
are supported by a canvas strap fastened to the foot 
of the bed. In this position the back muscles are 
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developed by movements. In cases of cervical 
spondylitis, the head is held in a celluloid cup 
modeled on a plaster cast of the back of the head. 
This cup is fitted with wheeled supports running 
freely on rails which eliminate traction and permit 
any degree of extension. 

When the disease involves more than one vertebra, 
the patient is kept in the horizontal position until 
the X-ray shows the formation of a solid cicatricial 
block with a strong bony structure. This may be ob- 
tained in from one to two years. The patient is then 
gradually permitted to assume the upright position 
with the aid of a supporting corset. The corset used 
for men is made of perforated celluloid and that for 
women of linen re-enforced with steel rods. The 
author is opposed to plaster corsets. 

When the cure is complete, the patient is urged 
to continue the sun baths at home in order to pre 
vent a recurrence of the disease. 

Rospert C. Loncercan, M.D. 


Berry, J. M.: A Theory as to the Cause of Perthes’ 
Disease Based on Roentgenological Findings. 
J. Bone & Joint Surg., 1926, viii, 333. ' 

The theories as to the cause of Perthes’ disease are 
narrowed down to three: (1) the infective, (2) the 
traumatic, and (3) the congenital. 

Thirteen cases are reported with roentgenograms. 
The author calls attention to the frequency with 
which bone changes characteristic of Perthes’ disease 
follow the reduction of congenital dislocation of the 
hip, and speculates as to the relationship between 
them. He believes the changes are satisfactorily 
explained by the theory of partially arrested develop- 
ment. 

According to the theory of biogenesis, the embryo, 
in its development, tends to repeat the evolutionary 
history of its race. The limb structure of human 
embryos at the end of the second month and the posi 
tion of the limb in relation to the trunk correspond 
to that found in adult reptilian development. It is 
probable, therefore, that partial arrest of growth at 
the reptilian stage results in an imperfectly formed, 
shallow acetabulum and a small, malformed head of 
the femur, and that therefore when rotation of the 
limb takes place to make the erect attitude possible 
a dislocation of the head of the femur is very apt to 
occur. 

A human hip joint partially arrested in develop 
ment at the reptilian stage probably has an epiphysis 
of poor quality. It is easy to believe, then, that the 
trauma incident to the reduction of a congenital hip 
would affect the circulation and would be suflicient 
to produce the changes of Perthes’ disease by caus 
ing the epiphyseal tissue to break down. ‘The author 
reports one case with characteristic X-ray evidence 
of the disease following traumatic dislocation of the 
hip in a boy of 9 years. 

If trauma acting upon defective epiphyseal tissue 
causes these changes, it is logical to expect to find 
similar changes in defective epiphyseal tissue in 
other joints. Several such diseases have been ob- 
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served: osteochondritis of the spine, tarsal sca- 
phoiditis, osteochondritis of the second and third 
metatarsals, and Osgood-Schlatter’s disease of the 
tibial tubercle. ‘The author has observed also a case 
in which the X-ray disclosed changes similar to 
those of Legg-Calvé-Perthes disease in the epiph 
ysis of the lower end of the radius and another in 
which it revealed such changes in the semilunar bone 
of the wrist. In a third case, similar bony changes 
were found in practically every joint in the body. 
Robert C. LONERGAN, M.D. 


Moller, P. F.: The Clinical Observations After Heal- 
ing of Calvé-Perthes Disease Compared with 
the Final Deformities Left by That Disease and 
the Bearing of ‘Those Final Deformities on the 
Ultimate Prognosis. Acla radiol., 1926, v, 1. 

The author has collected seventy-four healed cases 
of Legg-Calvé-Perthes disease, thirty-five of which 
were his own. In fifty-eight cases (78.4 per cent), the 
functional result was good, the only clinical defect 
being a very slight dragging of the leg in about one- 
half of the cases. 

In sixteen cases (21.6 per cent) the disease caused 
considerable restriction of the movement at the hip 
and a permanent limp. Seven of the patients in this 
group have been able to go about freely and continue 
their usual occupations, but the nine others have 
continual pain in the hip which decreases their ability 
to work. 

The author concludes that the deformities result- 
ing from Legg-Calvé-Perthes disease favor the de- 
velopment of arthritis deformans. He believes that 
this is true, not only of the severe deformities, but 
also of the so-called perfectly healed lesions and those 
which remain latent. 
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Cotton, F. J.: Disinfection of Septic Joints. J. Bone 
& Joint Surg., 1926, viii, 395. 

Since 1915, the author has advocated incision, 
irrigation, and suture of septic joints. The technique 
is as follows: 

Through a small incision about 1% in. long extend 
ing into the synovial pouch, a blunt, taper-pointed 
irrigator nozzle (like that of a urethral syringe) is 
inserted. 

Under a head of about 18 inches, normal salt solu- 
tion with 1:15,000 corrosive sublimate is run into 
the joint until the sac is ballooned, when the tip is 
withdrawn and the joint emptied. This is repeated 
for fifteen minutes. 

The synovial capsule is then sutured with No. o 
or 1 catgut, which is not exposed within the joint, 
and the fibrous capsule is sutured with a water-tight 
lock stitch. The outer wound is left open. An alcohol 
dressing and a pillow splint are applied. Motion is 
begun on the tenth day. 

A focus of infection within the joint will defeat 
the disinfection. DanieL H. Levinruar, M.D. 
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Latreille, J.: Resection of the Lower End of the 
Humerus for a Gunshot Wound; Findings 
Eight Years After the Operation (Résection 
diaphyso-epiphysaire pour traumatisme de guerre; 
résultat Gloigné datant de 8 ans). Rev. d’orthop., 
1925, XXXii, 551. 

The patient whose case is reported in this article 
was a soldier who, eight years ago, was subjected 
to subperiosteal resection of the humerus for a gun- 
shot wound of the elbow. A recent examination by 
Latreille showed a slight prominence of the olecranon 
process, but all movements were possible. The joint 
was not abnormally movable. ‘The X-ray demon 
strated a tendency on the part of the bone to widen 
in order to form a new epiphysis. It revealed also 
the new trochlea and the condyle. ‘The new bone 
was 7 cm. shorter than its fellow on the opposite 
side. 

Latreille calls attention to the frequency and the 
relative completeness of bone regeneration when 
such resections are made subperiosteally according 
to the technique of Ollier. Anruony F. Sava, M.D. 


Lyle, H. H. M.: Skin Plastics in the Treatment of 
Traumatic Lesions of the Hand and Forearm. 
Ann. Surg., 1926, \xxxiii, 537. 

For the restoration of function following injuries 
of the hand, prompt healing is essential. Healing 
can be expedited by the use of suitable skin grafts. 
Skin plastics may be employed singly, in combina- 
tion, in series, and as primary and secondary clos- 
ures. ‘To obtain a primary permanent closure, care- 
ful débridement must be done first and the raw sur- 
face immediately covered by a suitable flap. Ideal 
conditions, such as a good blood supply and asepsis, 
are necessary. In small defects the ‘Thiersch graft 
can be used; in large defects, where deeper struc- 
tures are exposed, a pedunculated flap is necessary. 

Secondary closure by a Thiersch graft is done in 
cases of extensive destruction of the skin and cases 
of burns and ulcerations. The object of the treat- 
ment is to sterilize the wound and provide an epi- 
dermal covering. It prevents excessive scar forma- 
tion and decreases the possibility of future contrac- 
tions. 

Skin plastics in series are used when temporary 
closure is the prime requisite. A Thiersch graft is 
first applied, and later, when the wound is healed, 
the grafts are removed and a pedunculated flap is 
substituted. FraNK G. Murpuy, M.D. 


Mayer, L.: Tendon Transplantations for Division 
of the Extensor Tendon of the Fingers. J. Bone 
& Joint Surg., 1926, viii, 383. 

Traumatic division of the extensor tendons in 
which primary suture is contra-indicated by infec 
tion or extensive trauma to adjacent tissues can be 
successfully treated by tendon transplantation per- 
formed under suitable operative conditions. Local 


anesthesia is used. The extensor communis digito- 
rum tendon of the index finger is the most suitable 
for transplantation purposes. 
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The distal end of the severed tendon is exposed 
through a 1'4-in. curved incision. The tendon stump 
is freed from adhesions and grasped with a tendon 
forceps. A second incision about 3 in. long is made 
over the course of the extensor tendons of the index 
finger and the extensor communis digitorum tendon 
to the index finger is severed at the proper level and 
freed for an adequate distance so that when it is 
brought to the injured finger it will be as nearly as 
possible in a straight line. A subcutaneous channel 
is bored from the first incision toward the wrist in 
the direction of the extensor communis digitorum 
tendon. The channel must be sufficiently wide. The 
paratenon is well preserved. The tendons are spliced 
by the end-to-end method or by the buttonhole 
overlapping method which is more secure. 

After the operation, the finger is immobilized in 
the extended position for eight days. The splint is 
then removed at intervals for gentle active motion. 
The motions are gradually increased both in range 
and strength. As a rule, the range of motion is about 
75 per cent of the normal within four weeks after the 
operation. Danie. H. Levintuar, M.D. 


MacKinnon, A. P.: Plaster Shells in the Treatment 
of Tuberculosis and Fracture of the Spine. 
Canadian M. Ass. J., 1926, xvi, 399. 

MacKinnon reports his experience with the plaster 
shells which have been used for several years by the 
Massachusetts General Hospital and the Children’s 
Hospital of Boston. The shells have proved satis- 
factory after fusion operations on the spine, in cases 
of recent fracture, and in cases of spinal tuberculosis 
not operated upon. 

They extend from just below the head to the mid- 
dle of the calf, and are made in two sections—a pos- 
terior and an anterior half. When the lesion is in the 
upper dorsal or cervical spine, the plaster is extended 
to form a head piece. The patient is first placed on 
a table in the prone position, with pillows and sand 
bags arranged to give as much correction of the de- 
formity as possible without causing pain. Next, a 
layer of felt is cut and applied to the posterior half of 
the body in such a way as to conform to its contour 
closely. This is bandaged in place and, by two men, 
it is covered with a plaster bandage applied both 
lengthwise and across and is molded closely to the 
figure. 

The shell is re-enforced by metal strips between 
the knees, connecting the body and thigh portion, 
and, in the case of a head piece, between the body and 
the head. When the plaster has set, the bandages 
holding the felt are cut and the shell with the adher- 
ing felt is removed to dry. When the splint is dry, 
the patient is placed in the posterior shell and an 
anterior section is made similarly. 

Probably the greatest advantage of this splint is 
that it permits moving the patient without causing 
discomfort when heliotherapy is to be given or dress- 
ings are to be changed following operations upon the 
back. With the patient in the posterior half, he may 
be easily turned after the anterior section has been 
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bandaged to its opponent. The posterior shell may 
then be removed. 

The use of the splint in Pott’s disease places the 
diseased part at rest, relieves it from weight bearing, 
and either prevents deformity or decreases it through 
the development of compensatory curves above and 
below the site of the lesion. It has been found effica- 
cious in the postoperative management of cases in 
which the fusion operation of Hibbs or Albee has 
been performed. ‘The author reports one case in 
which the shell was used with relief of pain and the 
re-establishment of the normal physiological curves 
following the manipulation of a recent fracture of 
the spine. Rosert C. Lonercan, M.D. 


Moorhead, J. J.: Arthrotomy for Knee-Joint Cal- 
culi. Ann. Surg., 1926, Ixxxiii, 392. 


Cases of loose body in the knee are classed by 
Moorhead as acute, subacute, and chronic. 

Acute cases comprise those of sudden mechanical 
injury followed by pain, swelling due to effusion, and 
disability. One attack predisposes to another, and 
the condition usually passes on to the subacute and 
chronic stage. In the initial injury the meniscus is 
probably fractured or partly detached, and in sub- 
sequent injuries it is separated as a loose body. 

In the acute cases, examination usually reveals: 
(1) fracture dislocation of a meniscus, (2) a chip 
fracture from an articular surface, (3) a subpatellar 
fat pad, (4) villous synovitis, and (5) hands or ad- 
hesions. 

The subacute cases present the same pathological 
conditions and also synovial excrescences, exostoses, 
and enchondroma. 

In the chronic group, a hypertrophic arthritis 
with irregularities of the joint is found in addition. 

In the acute cases, the treatment indicated is 
reduction of locking, aspiration of the joint effusion, 
and splinting. When the pain subsides, the patient 
may be allowed to walk while still wearing the 
splint. Overbending or rotation of the knee should 
be forbidden for several months. 

In the subacute cases, stimulation of the weak- 
ened quadriceps by massage and radiant heat is im- 
portant. Only rarely is operation indicated in the 
acute stage. 

In the chronic cases, it is often necessary to remove 
a torn cartilage. ‘This is best done by the Jones 
method with the knee flexed at a right angle. Move- 
ment should be insisted upon every two hours, be- 
ginning immediately after the operation. After the 
removal of the sutures on the seventh day, the pa- 
tient should begin to walk. 

When there is doubt as to the exact nature of the 
condition, the incision should be large enough to 
expose the entire joint surface. Either the vertical 
split-patella (Jones) incision or the mediolateral in- 
cision will serve well. The latter is begun in the mid- 
line proximal to the patella and brought down to 
within 1 cm. of the upper margin and around the 
mesial border of the patella to the tibial tubercle. 
The patella and half of its tendon are then reflected 
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outward to the side of the condyle. After either of 
the incisions mentioned, the knee must be flexed 
acutely for good exposure. 

A tabular report of forty-nine cases is given. 
Thirty-six of the patients were males. The youngest 
patient was 9 years of age and the oldest 67 years. A 
lateral arthrotomy was done in twelve cases, a medi 
an arthrotomy in twenty-three, and a mediolateral 
arthrotomy in fourteen. In all, joint stability and 
flexibility have been improved, and in none has there 
been any postoperative stiffness. 

Witiiam A, CLarK, M.D. 


Ollerenshaw, R.: The Surgical Treatment of Dan- 
gle-Foot. Brit. M.J., 1926, i, 525. 

The author has operated upon nineteen cases of 
dangle-foot by the method described by Campbell. 

Through an external incision such as that made 
for astragalectomy, arthrodesis of the midtarsal and 
subastragaloid joints is effected and the bone chips 
are trimmed of cartilage and placed in saline solu- 
tion. In young subjects the entire scaphoid is re 
moved. ‘Through a mid-posterior incision, the tendon 
of Achilles is next divided as for Z-lengthening and 
the back of the tibia and the upper surface of the os 
calcis are exposed. A notch is then cut in the os cal- 
cis large enough to receive the broader end of the 
trimmed scaphoid. After the scaphoid has been placed 
in position the smaller pieces of bone are grouped 
above it and fixed in place by suturing the tendon of 
Achilles. The tendon is lengthened sufficiently to 
allow a right-angled position of the ankle. 

A plaster cast is applied for six weeks, and at the 
end of that time is replaced for six months by a 
posterior iron brace preventing plantar flexion. 

DanteL H. Levinrnar, M.D. 


FRACTURES AND DISLOCATIONS 


Thomson, J. E. M.: Leverage and Levers in the Re- 
duction of Fractures. Nebraska State M.J., 1926, 
xi, 98. 

Thomson's technique for the reduction of frac- 
tures by leverage is as follows: 

With the patient under anasthesia and on a fluoro 
scopic table, a stab incision is made over the fracture 
and by means of a blunt lever of !4-in. round steel 
the fragments are approximated under the guidance 
of the fluoroscopic screen. When a good position is 
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obtained, the lever is held in place and a cast applied 
around it. The protruding end may be cut off to 
prevent its being disturbed in the nursing of the pa- 
tient. After about ten days, when sufficient callus 
has formed to hold the fragments, a window is cut 
in the cast and the lever pulled out. 

Thomson claims that this procedure is a definite 
and certain method of reducing fractures, and that 
the introduction of the lever is no more dangerous 
than the insertion of a large local anaesthetic needle 
or of the chisel for osteotomy. 

Witniam A. Crark, M.D. 


Ritter, H. H., Lasher, W. W., Wurtzel, G. L., and 
Goldblatt, D.: Fractures*About the Elbow 
Joint: A Review of 150 Cases; End-Results in 
Fifty-Two Cases. J. Am. M. Ass., 1926, |xxxvi, 
680. 

This article is a review of 150 cases of fractures 
about the elbow and a report of the end-results in 
fifty-two cases. 

The fractures were supracondylar in 41 per cent. 
In 26 per cent they occurred in the internal condyle; 
in 12 per cent, in the external condyle; in 11 per 
cent, in the end of the radius; and in 4 per cent, in 
the olecranon. Eighty-two per cent of the patients 
were under 15 years of age. ‘The musculospiral nerve 
was injured in three cases and the ulnar nerve in 
eleven. 

The authors use the Jones method of reduction 
as a routine. ‘The elbow is flexed until the radial 
pulse is obliterated and then released just enough to 
let the pulse come through. In order to insure res 
toration of the normal carrying angle, the little finger 
should be on a sagittal plane with the greater tuber 
osity of the humerus. Anasthesia is necessary for 
the reduction unless the case is seen within a few 
hours after the injury. Flexion is maintained by a 
figure-of-8 bandage. No cast is applied. After two 
days, guarded motion is begun, and after ten days 
the bandage is removed and only a sling is used. 

The end-results showed normal function and 
appearance in 86.4 per cent of the fifty-two cases 
traced. Ashhurst obtained good results in 81 per 
cent, and Cutler and Cave in 89 per cent. 

Poor results were due to: (1) the filling up of the 
coronoid and radial fossie with callus, (2) bone block, 
(3) failure to maintain the carrying angle, or (4) 
myositis ossificans. Winuiam A. CLark, M.D. 














SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD; TRANSFUSION 


Emile-Weil and Stieffel: A Case of Marked Hemo- 
philia in the Course of Lithiasic Icterus; Trans- 
fusions; Operation Followed by Recovery (Sur 
uncas de grande hémophilie au course d’un ictére lithi- 
asique; transfusions; opération et guérison). Bull. et 
mém. Soc. méd. d. hép. de Par., 1926, xlii, 55. 

The authors report the case of a 27-year-old wom- 
an with infectious biliary lithiasis causing a febrile, 
painful, and intense jaundice, bleeding from the nose 
and gums, large ecchymoses on the thighs following 
subcutaneous injections, and numerous purpuric 
spots due to scratching. The patient’s history and 
that of her family were negative as regards bleeding. 
The venous blood was unclotted and the yellow 
plasma still fluid after three days. The coagulation 
time was normal (two to four minutes) but the ear 
prick bled without stopping for one day. As in 
hemophilia, the addition of one drop of fresh human 
serum to the patient’s blood in vitro caused coagula- 
tion. The red cell count was 1,900,000 and the 
haemoglobin value was 45 per cent. 

Two hours after a 300-c.cm. transfusion, the 
blood clotted in fifteen minutes and the retraction 
of the clot was better. ‘Three days later, the bleed- 
ing time was fourteen minutes and the coagulation 
time one hour and seventeen minutes. Six days 
later, the red blood cells numbered 2,300,000, but 
the hemoglobin was still 45 per cent. Nine days 
later, a second transfusion, in which 350 ¢.cm. was 
given, caused a febrile reaction. The next day the 
bleeding time was four or five minutes. 

The marked improvement in the blood lasted for 
only a few hours after each transfusion, but some 
permanent benefit resulted as the clotting time ulti- 
mately fell from three days to one hour, the red 
blood cells increased from 1,900,000 to 4,000,000, 
and the haemoglobin increased from 45 to 60 per cent. 

The infection and the fever gradually decreased. 
Following a third transfusion, in which 250 c.cm. was 
given, incision and drainage of the bile passages 
with the removal of twelve stones from the gall 
bladder and one large stone from the common duct 
was done. No hemorrhage occurred. The patient 
made a rapid recovery, with the return of the blood 
to normal. After the operation the bleeding time 
was six minutes, clotting without retraction occurred 
in five minutes, the red blood cells numbered 4,800,- 
000, the white blood cells numbered 8,000, and the 
hemoglobin increased to 90 per cent. There was 
abundant drainage of bile. The jaundice cleared up, 
the stools became normal, and the patient’s weight 
increased. 

Although hemorrhage occurs in acute hepatic in- 
sufficiency, the authors had never previously noted 


adelay of coagulation foraslong as three days except 
in the experimental hirudin blood of rabbits. The 
lithiasic icterus and the biliary infection in the case 
reported caused an acute, symptomatic, not a per- 
manent, hamophilia. 

In another case, that of a patient with tubercu- 
losis and fatty cirrhosis of the liver, the authors found 
a coagulation time of twelve hours. 

Water C. Burkert, M.D. 


LYMPH VESSELS AND GLANDS 


Jacobson, J.: The Treatment of Tuberculous 
Lymphadenitis by Cinnamic Benzyl Ether 
(L’ éther-benzyl-cinnamique dans le traitement des 
adénites tuberculeuses). Bull, et mém. Soc. méd. d. 
hép. de Par., 1925, xli, 1329. 

The favorable results obtained with cinnamic 
benzyl ether-in the treatment of tuberculosis of the 
skin and mucous membranes led the author to use 
it in fourteen cases of tuberculous lymphadenitis. 
The technique was the same as that employed for 
lupus by Darier (Comptes rendus de la Société de der- 
matologie, February 9, 1922). 

Except in the case of one patient who abandoned 
treatment after the first series of injections, a cure 
was obtained in an average of three months. In four 
cases, puncture or filiform drainage was necessary. 
The progress of the cure is indicated by a reduction in 
the periglandular induration. Ultimately the glands 
soften and discharge or resorption occurs. The final 
result is a small fibrous nodule. 

Cases of varying degrees of severity were treated. 
In some of them the masses attained the size of a 
small orange. The patient who abandoned treat- 
ment showed considerable improvement after the 
first series of injections. 

The treatment described is suggested as a valuable 
adjunct to radiotherapy and surgery. It facilitates 
surgery by reducing the periadenitis and mobilizing 
the glands. It exerts a favorable influence also on 
associated lesions, wherever located. No general re 
actions have been observed following its use. 

Aubert F. De Groat, M.D. 


Rolleston, Sir H., Woolbridge, G. H., Fletcher, H. 
M., Pugh, L., and Others: Hodgkin’s Disease in 
Man and Animals. Proc. Roy. Soc. Med., Lond., 
1926, xix, Sect. Med. & Compar. Med., 39. 


RoLieston: The cause of Hodgkin’s lympho- 
granuloma is unknown. ‘The histological picture de- 
scribed by Andrewes and Reed is characteristic. 
The condition has been regarded as: (1) a neoplasm, 
(2) a transitional process between a neoplasm and 
an inflammatory formation, and (3) an infective 
granuloma due to an unknown virus. 
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Lymphadenoma occurs usually first in the cervical 
glands. It very rarely attacks the lymphoid tissue 
of the alimentary canal. There is no satisfactory 
evidence that Hodgkin’s disease has ever been trans- 
mitted to animals. The differentiation between this 
condition and endothelioma is difficult. Early tuber- 
culous adenitis without necrosis or caseation may 
simulate it. 

Woo.sriwwce: Hodgkin’s disease is rare in all 
species of animals except the dog. It appears to be 
an infective process rather than a neoplasm. The 
causal organism, whatever it is, has a low virulence. 
All lymphatic tissue except that in the bowel is en- 
larged. ‘The course of the disease seldom exceeds 
two or three months. The characteristic histological 
picture in man has not been observed in dogs. There 
is no satisfactory treatment. The best results are 


obtained with arsenic and mercury. 

FLETCHER: Hodgkin’s disease appears to be due 
to infection, perhaps by a spirochete, as it is accom- 
panied by fever and responds to arsenic. Pruritus 
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and purpura are occasional skin manifestations. 
The fever is usually very irregular and occasionally 
of the relapsing type. The results of X-ray and ar- 
senical treatment are most striking, but as yet no 
permanent cure has been obtained. 

Pucu: Hodgkin’s disease is most. frequently con- 
fused with one of the leukaemias, tuberculosis, or 
malignant disease. No case in an animal has re- 
sembled the condition in man as described by An- 
drewes and Reed. 

StEWART: Attempts to cause Hodgkin’s disease 
in monkeys have failed. In the later stages the con 
dition resembles a neoplasm. It is difficult to dif 
ferentiate between Hodgkin’s disease and tuberculo- 
sis even when the glands are sectioned. ‘The blood 
changes in lymphadenoma are so slight or so very 
variable that they are of practically no value in the 
diagnosis. 

TuurSFIELD: The disease called ‘lymphadenoma” 
in animals differs from the lymphadenoma occurring 
in man. Cyrit J. Giasrer, M.D. 














SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Palmer, L. J.: Surgery in the Presence of Diabetes 
Mellitus. Northwest Med., 1926, xxv, 196. 

The mortality of operations upon patients with 
diabetes mellitus has been decreased by advances in 
the chemistry of this disease and in the science of 
nutrition, better cooperation between surgeons and 
internists, better surgical technique, the use of less 
harmful anesthetics, earlier operation, and better 
hospital facilities. 

When the taking of liquids by mouth is prevented 
for a considerable time by the nature of the opera- 
tion or by vomiting, it may be necessary to give 
glucose by rectum. When the surgical procedure or 
diarrhava prevents the rectal administration of glu- 
cose, its intravenous administration must be re- 
sorted to. When nutrition can be given by mouth, 
liberal amounts of orange juice and oatmeal gruel 
will usually supply sufficient glucose for buffer pur 
poses. 

When it is possible to devote a day or two to the 
preparation of the diabetic patient for operation, 
glycemia should be reduced to at least 2co mgm. per 
roo c.cm. and the alkali reserve raised to at least 
fifty volumes per cent. Particularly in the presence 
of infection and in the cases of elderly patients, care 
must be taken not to restrict the carbohydrate in 
take to such an extent that the glycogen stores 
will be depleted. In such cases, more insulin should 
be given to remove ketone bodies, lower the glucose 
content of the blood, and increase the glycogen 
reserve. The protein intake should not be less than 
usual, but the fat intake should be reduced to a very 
small amount. 

Chloroform should never be used. Ether also 
should be avoided if possible. Nitrous oxide and 
oxygen alone or combined with local anawsthesia in- 
duced by infiltration or preferably by nerve blocking 
is very satisfactory. Spinal anwsthesia is probably 
the safest from the standpoint of the diabetes. Ethy- 
lene also is entirely satisfactory. 

Car R. Steinke, M.D. 


Bigger, I. A.: Hypertonic Sodium-Chloride Solu- 
tion Intravenously in the Treatment of Exten- 
sive Superficial Burns. South. M.J., 1926, xix, 302. 

The salient symptoms associated with super 
ficial burns are explained by the presence of a toxin 
in the blood. In severe burns, concentration of the 
blood has been demonstrated in some instances and 
it is probable that such a change occurs in the ma- 
jority of cases of extensive lesions. 

Robertson and Boyd were able to demonstrate 
primary and secondary proteoses in burned animals. 
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When certain protein derivatives are injected intra- 
venously, the concentration of the blood is in- 
creased. It therefore seems possible that the in 
creased concentration found in severe burns is the 
result of the absorption of protein decomposition 
products due to the injury of the tissues. 

Cannon considers low blood pressure the impor- 
tant factor in shock and believes that this is the re- 
sult of a decrease in the blood volume. If this theory 
is correct a prompt increase in the volume of the 
blood is of importance. 

Hypertonic sodium-chloride solution given intra- 
venously increases the blood volume promptly and 
for a considerable period of time. ‘Therefore the 
author believes that its use is rational in the treat- 
ment of severe burns. It is proposed, not as a sub- 
stitute for débridement or the forcing of fluids, but 
to prepare the patient for débridement. 

° Cyrit J. Grasrri, M.D. 


Smith, F.: A Rational Management of Skin Grafts. 
Surg., Gynec. & Obst., 1926, xlii, 556. 


The best sources of skin for grafting are the upper 
arm of the male and the thigh of the female. When 
soft, hairless skin is required, the graft should be 
taken from the inner aspect of the limbs. ‘There is no 
special advantage in choosing skin from an area of 
tension, such as the deltoid, nor in obtaining it from 
the prepuce or scrotum. 

It is obvious that a graft is parasitic and during 
the first two or three days after its transplantation 
it must be maintained by the absorption of tissue 
juices or lymph. Hence, its intercellular spaces must 
be open to the circulation of lymph in order that 
nourishment may be carried to its cellular elements. 
It must be cut accurately to size, maintained at 
normal tension, accurately fixed by carefully placed 
sutures, and accurately approximated to its base by 
a proper, even pressure. ‘The skin must be free from 
fat. In the use of various pressures in the applica- 
tion of skin grafts, Smith has found that for full- 
thickness grafts a pressure of 30 mm. Hg. is very 
satisfactory. 

This same care is not vital to the success of split 
skin grafts. A simple-technique consists in smearing 
the source of the graft with a thin layer of vaseline, 
which materially facilitates the cutting of the piece, 
arranging the skin, raw surface outward, on dental 
impression compound molded to the part to be cov- 
ered, and applying this with a firm bandage without 
measuring the pressure. 

The grafted part should be immobilized tor sev- 
eral days. Histological descriptions of contracted 
skin, skin under normal tension, and skin on the 
second, fifth, tenth, and twentieth days after graft- 
ing are given. Cart R. Steinke, M.D. 
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ANZSTHESIA 


Meeker, W. R.: Recent Developments in the Tech- 
nique of Regional Anesthesia. Clin. Med., 1926, 
XXxill, 225. 

Local anwsthetic procedures may be divided into 
terminal infiltration, field block, and nerve block. 
Field block is especially applicable to the removal of 
superficial benign tumors and for anasthesia of the 
fingers, toes, and metacarpal and metatarsal bones. 
Circular field block of the terminal rectum affords 
satisfactory anaesthesia for hamorrhoidectomy. 
Field block is satisfactory also in the repair of the 
average hernia. 

Paravertebral block of the spinal nerves is of great- 
est value when it is applied to cervical and sacral 
_nerves. Block of the cervical plexus by the lateral 


oblique route affords adequate anesthesia for opera- 
tions on the neck, such as thyroidectomy, laryngec- 





tomy, and the removal of thyroglossal duct cysts 
and diverticula of the oesophagus. 

In block of the sacral nerves, a low sacral injec- 
tion combined with transsacral injection of the later- 
al foramina affords most constant anesthesia. By 
this method, the entire pelvic floor and the viscera 
are anesthetized so that the Kraske operation, peri- 
neorrhaphy, or perineal prostatectomy may be per- 
formed painlessly. With the addition of suprapubic 


‘field block, resection of the bladder and suprapubic 


prostatectomy may be done. 

Block of the splanchnic nerves does not afford 
sufficient anwsthesia for the performance of ab- 
dominal operations. If for any reason general 
anwsthesia is not to be employed, these operations 
are best performed with the use of terminal infil- 
tration methods combined with deep preliminary 
narcosis and followed by very gentle postoperative 
management. 


























PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Wetterstrand, G. A.: Roentgen Therapy in Sur- 
gical Tuberculosis. Acta radiol., 1925, iv, 528. 

The author gives an account of the experiments 
he has carried out and the results he has obtained in 
the roentgen treatment of surgical tuberculosis. He 
believes that this treatment is of the same value as 
other procedures now in use, provided the proper 
precautions are taken, and has the added advantage 
that it causes the patient less expense. The best 
results are given by small doses—about one-third 
the erythema dose, with an upward allowance of 
from 20 to 50 per cent. 

Most of the cases reviewed were cases of tubercu- 
lous lymphomata. The stage of the condition has 
little influence upon the results, but the spreading 
and fistulous forms require more prolonged treatment 
than others. Local irritation must be avoided. A 
recurrence or infection of other glands occurred in 4 
per cent of the cases; not dangerous skin changes 
in 12 per cent; and telangiectases in 3 per cent. 
There was no necrosis. 

The treatment proved extremely effective in tu- 
berculous peritonitis without pulmonary or intestinal 
complications. Of twenty-four such cases, fifteen 
remained cured after from two to five years and tem- 
porary improvement was obtained in five. 

Tuberculosis of the female genital organs reacts 
extremely well to roentgen therapy. In the author’s 
opinion, roentgen irradiation is the best treatment 
for such cases. Of ten patients whose condition 
seemed hopeless when the treatment was begun, four 
are well, three have been free from symptoms for 
two years, and two, who are still under treatment, 
have been benefited. One cannot be traced. Cases in 
which operation is performed should be given post- 
operative roentgen irradiation. 

The author believes that in the treatment of tuber- 
culosis of the male genital organs too little attention 
has been paid to roentgen therapy. His nine patients 
with this condition have been restored to health. 

Cases of fistula after nephrectomy, puncture canals 
infected with tuberculosis, and secondary foci of the 
disease in the soft tissues have a good prognosis. 

Roentgen irradiation is gaining favor also in the 
treatment of tuberculosis of the bones and joints. 


Bardeen, C. R.: The Biological Effects of Roentgen 
and Gamma Rays. Wisconsin M. J., 1926, xxv, 215. 


Investigations based on radio-activity have led 
to profound changes in some of the more fundamen- 
tal theories of physics and chemistry. These are 
discussed at some length to correlate them as far 
as possible with the very imperfectly understood 
biological effects. They arise from the radiant energy 
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absorbed by the tissues. The roentgen and gamma 
rays absorbed affect primarily the electrons of 
various atoms whose period of revolution about the 
central nucleus corresponds in frequency to the wave 
frequency of the radiant rays. To these high-speed 
electrons within the tissues are attributed most of 
the direct biological effects of radiation. They may 
interfere with the electrostatic tension of the colloid 
particles of the cell or alter the molecular structure 
of some of the constituents of the cell. 

The part of the cell most susceptible to radiation 
is the nucleus. Brief mention is made of some of the 
experimental work by which this fact has been estab- 
lished. In general, it has been found that the tissues 
most sensitive are those which contain a relatively 
large amount of chromatin, are in active cell division, 
or have great regenerative power. The cells of a 
rayed tissue are unequally affected. Regeneration 
takes place from the uninjured or less injured cells, 
the cells at rest at the time of the exposure. Recov 
ery is possible only when the regenerative powers of 
a tissue equal or exceed the susceptibility to injury, 
when there is a low injury-regeneration ratio. ‘The 
therapeutic value of the roentgen rays and gamma 
rays depends upon the fact that pathological tissues 
may have a higher injury-regeneration ratio than 
normal tissues. 

Reference is made to the relative sensitivity of 
various normal tissues reported by Hirsch, and to 
the relative radio-sensibility. of pathological tissues 
as given by Ewing. ‘The latency in tissue effects 
following radiation is commented on, and various 
direct and indirect factors having a bearing thereon 
are mentioned. Hirsch’s table showing the latency 
period of pathological tissues is included. 

Favorable effects after suitable irradiation may 
result from direct destruction of tissue cells or from 
indirect local or systemic reactions such as lympho- 
cytosis or localized fibrosis. ‘Toxic substances may 
be produced. If these are not in excess, they may 
stimulate chemical and morphogenic defense reac- 
tions which favor normal as opposed to pathological 
tissues. If in excess, they may cause severe con- 
stitutional disturbances. Apotpn Hartunc, M.D. 


RADIUM 


McHutchison, J. P., and Brown, W. H.: A New De- 
velopment in Radium Therapy. Lancet, 1926, 
CCX, 755+ 

The authors describe a method they devised to 
employ the active deposit of slow change, viz., Radi- 
um D and E. This deposit is found in all exhausted 
emanation (radon) tubes that have been prepared 
and remain unused in radon-tubing institutes. The 

beta and gamma rays from Radium D and E have a 
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penetration sufficient to irradiate 3 mm. of tissue. 
With this penetration, such lesions as capillary and 
superficial cavernous nevi and lupus erythematosus 
can be treated. 

Six cases are reported with a description of the 
technique. The results were very encouraging. 

The active deposit is placed upon silver or nickel 
plates of various sizes and from 0.2 to 0.4 mm. in 
thickness. 

The problem of measuring the intensity of various 
applicators was solved in part by comparing with 
uranium oxide films by means of a beta ray electro- 
scope. Applicators producing an erythema in from 
three to seventeen days were made. Irom the view- 
point of the time of exposure, those producing an 
erythema in a few days are superior. Blistering and 
crusting are to be avoided. 

The applicators are placed in contact with the 
lesion for the number of days necessary to produce 
an erythema. To protect the applicator from injury 
by moisture and friction, both of which remove the 
invisible active deposit, a layer of crepe-de-chine is 
placed between the applicator and the skin. ‘The 
half decay period of the applicators is sixteen years. 

A. J. Larkin, M.D. 


MISCELLANEOUS 


Reyn, A.: The Efficacy of Various Sources of Light 
in General Light-Bath Treatment. Acta radiol., 
1925, iv, 541. 


The author first briefly sketches the history of 
light treatment in general and reviews some of the 


investigations made, especially by Finsen and his 
pupils, with regard to the power of light from dif- 
ferent sources to penetrate living tissues. He dis- 
cusses various conditions and problems connected 
with the treatment of surgical tuberculosis with 
light and points out that none of the theories so far 
advanced to account for the curative effect of light 
in this affection has proved entirely satisfactory. 
It still remains to be determined which rays of light 
are chiefly responsible for the cure. 

Clinical results indicate that the chemical rays— 
and among these notably the more long-waved ultra- 
violet, violet, and blue rays—are of particular im- 
portance, and that the luminous red rays also play a 
role. 

The author concludes that sunlight is by far the 
best therapeutic light and that sanatoria for the 
treatment of surgical tuberculosis should be located 
either in Alpine country or by the sea where the sun- 
light contains all of the beneficial rays in a high 
degree of intensity. Sunlight is beneficial only when 
it contains an abundant quantity of chemical light. 
In northern Europe, where most of the chemical 
rays of the sun are absorbed by the atmosphere dur- 
ing a considerable part of the year, recourse must 
be had to artificial light. 

Various sources of artificial light are mentioned. 
The best is the carbon arc light. The lamps must be 
specially constructed; most of those found on the 
market do not meet the requirements. Only direct 
current can be used because it is the light from the 
crater that is most important in the treatment of 
these cases. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Sequiera, J. H., Cheatle, G. L., Handley, W. S., 
Cope, Z., and Shaw, E. H.: Precancerous 
States. Proc. Roy. Soc. Med., Lond., 1926, xix, 
Sect. Surg., 1. 

Sequrera: The skin affections which predispose 
to cancer are: (1) congenital anomalies such as pig- 
mented and warty moles and xerodermia pigmen- 
tosa, (2) senile changes, such as senile keratoma, (3) 
local irritation due to trauma or exposure to light, 
the X-rays, heat, and chemicals, (4) scars from 
lupus, lues, and burns, (5) chronic dermatoses, (6) 
Bowen’s dermatosis, and (7) Paget’s disease, mam- 
mary and extramammary. 

Cueat_e: Epithelial hyperplasia of the breast is 
either directly or indirectly concerned in the car- 
cinoma problem, but it is impossible to describe a 
state of dysgenetic epithelial hyperplasia that inevi- 
tably ends in carcinoma. 

HANpbLry: Carcinoma is always preceded by long- 
continued chronic inflammatory changes in the sub- 
jacent connective tissue. The lapse of time between 
the onset of these changes and the development of 
cancer may be as long as thirty years. Breast cancer 
often follows chronic mastitis, and both conditions 
are found most frequently in the upper and outer 
quadrant of the breast. Chronic lymphatic ob- 
struction is a frequent and perhaps constant factor 
in the etiology of cancer. It is probable that the rise 
in the lymph pressure leads to overnutrition and 
consequent proliferation of the connective tissue. 
Epithelial cells grow and develop normally only when 
they are associated in their growth with connective 
tissue cells. 

The three most important factors in the causation 
of cancer are: (1) chronic irritation, bacterial, ther- 
mal, or chemical, (2) lymphatic obstruction, and (3) 
an acid reaction of the tissues. 

Corr: The term “precancerous”? can be applied 
only to clinical conditions recognized by the naked 
eye. In the tongue there are three conditions of a 
suspicious nature: (1) chronic superficial glossitis 
with associated leucoplakia, (2) papilloma, and (3) 
dental ulcers at the margin of the tongue. 

In the oesophagus there are no recognizable pre- 
cancerous conditions. 

It is very probable that cancer can, and occasional- 
ly does, become engrafted on simple ulcer of the 
stomach, but this occurs much less frequently than 
is generally believed. 

Cancer of the small bowel is very rare, but every 
papilloma of the small bowel must be regarded as a 
precancerous condition. In the large bowel cancer 
rarely follows ulcerative processes. ‘There is little 


evidence to prove that cancer of the colon is caused 
by the stagnation of bowel contents due to kinks. 
SuAw: The two chief precancerous conditions are 
chronic inflammation and simple new growths. All 
specimens of carcinoma of the breast show inflam- 
matory changes, but it appears quite evident that 
the inflammation preceded the new growth. A breast 
affected with chronic inflammation is in a precan- 
cerous state. Many papillomata of the skin, mouth, 
and bowel are also precancerous conditions. 
Cyrit J. Giasrer, M.D. 


Morton, J. J.: Cancer of the Skin. Arch. Surg., 1926, 
xii, 655. 

The three main types of skin cancers are the basal- 
cell and squamous-cell Jesions and nawvoid and mela- 
notic growths. The last-named resemble the squam- 
ous-cell type, but metastasize quickly and are rapidly 
fatal. , 

Morton discusses at length only the basal-cell and 
squamous-cell types. ‘The histories of twenty-nine 
cases are given and illustrated by photographs or 
drawings. 


BASAL-CELL EPITHELIOMA 

Basal-cell epithelioma is a lesion of advanced 
life, the average age at which it appears being 55 
years. Males are far more frequently affected than 
females and blondes more frequently than brunettes. 
Senile keratoses, the most common precancerous 
condition, result in basal-cell growths. Persons ex- 
posed to sunlight and the weather are predisposed. 
Basal-cell cancer never arises in a normal skin, being 
always preceded by a dermatosis. One of its com- 
mon antecedents is the seborrhovic wart. 

Although this type of cancer may occur on the 
extremities and trunk, its most frequent site is above 
the clavicle. 

Pathologically there are four types of basal-cell 
cancer the flat, the nodular, the ulcerative, and 
the annular. All are characterized by induration 
and hardness of the edges and the presence of the 
translucent, pearly white nodules which are pathog- 
nomonic of rodent ulcers. The nodular types even- 
tually ulcerate, forming yellowish crusts with dry 
scales. The annular type, which is rare, is char- 
acterized by a whitish-yellow, healed central area 
surrounded by a raised pearly-edged growth or 
scabbed ulceration. 

Basal-cell cancers are often multiple, and their 
growth under the skin is much more extensive than 
is indicated by their surface appearance. On cross 
section, the basal-cell cancer is characterized by a 
smooth surface, limited invasion of the subcutane 
ous tissues, and alveoli much smaller than those of 
squamous-cell growths. 
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Microscopically, the cells of the basal-cell cancer 
have all the staining qualities of the basal layer of the 
skin. Mitotic figures are easily found. After the 
corium is invaded, a great variety of forms may be 
assumed in the arrangement of the cells —solid 
masses, branching out-growths, hollow columns, etc. 

The course of the basal-cell cancer is chronic. 
Often fifteen years may elapse before it attains the 
size of a quarter. There is a possibility that this type 
of cancer may be changed to a more virulent type, 
and that a squamous-cell growth may result if inade- 
quate or no treatment is given. While basal-cell 
cancer is relatively benign, it kills by eroding the 
tissues and producing infection and haemorrhage. 
In the diagnosis, it must be differentiated from 
squamous-cell cancer, syphilis, lupus vulgaris and 
lupus erythematosus, blastomycosis, granuloma, and 
certain skin inflammations. 

It is the basal-cell cancer which has established 
the reputation of the cancer quacks. Cures have 
been claimed for a great variety of methods. For 
early cases Morton regards irradiation with radium 
or the X-rays as the method of choice. He has found, 
however, that a second or third course of treatment 
may be necessary before a complete cure is obtained. 
Growths which do not yield to two or three courses 
should be subjected to surgery. Advantages of knife 
incision over radiation therapy are that it removes 
the affected tissue completely in the minimal amount 
of time and allows an accurate diagnosis. Attention 
is called also to Clark’s method of desiccation by 
monopolar endothermy, a method which is a distinct 
advance as it can be used on the eyelid and inner 
canthus. 

TRANSILIONAL TYPES 

Following his discussion of basal-cell cancer, the 
author reports two cases which he believes may 
represent transitional forms between the basal-cell 
and squamous-cell cancer. 

SQUAMOUS-CELL CANCER 

Except for certain forms which arise from the 
scars of lupus vulgaris, squamous-cell cancer, like 
basal-cell cancer, is also a lesion of advanced life. 
It is more common than the basal-cell cancer, and 
occurs more frequently in men than women. No 
racial immunity to this cancer has been noted. 

Although the etiological agent is not known, it is 
evident that injuries, mechanical irritation, derma- 
toses, scars, ulcers, and the action of certain chemi- 
cals and light rays play an important réle in the 
causation of the lesion. 

Squamous-cell cancer may occur anywhere on the 
surface of the body, but its most common site is the 
lower lip. The two principal varieties are the papil- 
lary and the deeply infiltrating ulcerative. The 
papillary form rapidly produces a projecting nodule 
of considerable size which ulcerates early. The ulcer 
becomes covered with a dry crust which drops off 
now and then and is reformed. The edges of the 
ulcer are irregular and indurated, and if the crust is 


removed the translucent grayish-pink nodules of 
malignant tissue can be seen. The infiltrating type 
forms no external nodule to speak of, producing 
simply an abraded surface with jagged solid outlines 
and very extensive deep induration. The ulcer may 
have a very innocent appearance. 

Squamous-cell cancer may result from occupa- 
tional irritations causing warts, patches of hyper- 
keratosis, and skin atrophy. 

Microscopic study shows the pink-staining angu- 
lar cells in varying degrees of cornification, forming 
more or less complete epithelial pearls. The more 
rapid the growth of the squamous cells the less the 
chance of differentiation into the cornified type. 
Broders has found a basis for prognosis by compar- 
ing the degree of reversion to type with the clinical 
course of the disease. The greater the degree of corni- 
fication the less virulent the lesion. 

The squamous-cell cancer produces metastases, 
while the basal-cell cancer does not. Unfortunately, 
there is no symptom which sends the patient to the 
physician early. The differential diagnosis most 
essential to make is between cancer and syphilis. 
If there is no response to antisyphilis drugs within 
ten days, the lesion must be considered malignant. 

As squamous-cell cancer metastasizes early, the 
surgeon should remove the primary lesion with a 
wide margin and the lymphatic glands draining the 
area in one block. 

Radiotherapists agree almost unanimously that 
squamous-cell cancer is much more resistant to 
radiation than basal-cell cancer. This should dispose 
of the theory of selective destructive action on the 
cancer cells. Injury to, and fibrosis of, the lymphatic 
channels has no demonstration in fact. Quick says, 
‘By external radiation alone, we do not feel we have 
ever been able to destroy completely fully developed 
epidermoid carcinoma in the cervical nodes.” 

In the author’s opinion, a combination of surgery 
and radiotherapy is desirable in every case. The 
treatment of choice is removal of the primary growth 
by electrocoagulation or cautery dissection and the 
use of emanation seeds in situ. Whenever possible, 
all malignant tissue should be removed. 

Squamous-cell cancer of the scalp and forehead 
does not require removal of the regional glands, but 
in cancer of the face, cheek, eyelid, chin, or nose, 
the glands should be removed with the lesion. 

Pau W. Sweet, M.D. 


Nichols, J. H., Goodhue, F. W., Champion, M. E., 
Bigelow, G. H., and Lombard, H. L.: Cancer 
in Massachusetts. Boston M. & S. J., 1926, cxciv, 
388. 


Cancer is increasing, but there are indications that 
the peak of the curve may be nearly reached. In the 
United States, Massachusetts has the highest death 
rate from cancer. 

The cancer rate increases with the increase in the 
density of the population up to a population of about 
4,000 per square mile and then remains nearly 
stationary. 
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The average length of life of persons who are oper- 
ated upon for cancer and ultimately die from the 
condition is twenty-two and eight-tenths months, 
while that of persons who die from the condition 
without operative treatment is twenty months. The 
average duration of the condition from its onset to 
the time of operation is ten and three-tenths months. 
The average patient seeks the physician’s advice 
eight months after first noticing the symptoms. 

As about one-fourth of cancer deaths occur in hos- 
pitals, there is need for additional beds for patients 
suffering with cancer. SAMUEL Kann, M.D. 


Crile, G. W.: The Contact of the Surgeon with the 
Problem of Cancer. J. Michigan State M. Ass., 
1926, Xxv, 124. 


Precancerous lesions should be removed com- 
pletely when possible or given no treatment at all. 

For established cases of cancer Crile advocates 
radical operation if the condition is operable and 
palliative surgery or radiation or both if it is inoper- 
able. The treatment indicated for cancers of the 
various organs and tissues he summarizes as fol- 
lows: 

1. Skin: radiation, except in cases of pigmented 
moles, which should be excised. 

2. Buccal surfaces: mucous membranes of the 
mouth, excision; early cancer of the tongue, electric 
coagulation or the use of the actual cautery; early 
cancer of the lip, radium; late cancer of the tongue 
or lip, excision plus block dissection of the glands. 

3. Larynx: intrinsic carcinoma, laryngectomy 
plus postoperative radiation; extrinsic carcinoma, 
block dissection plus radiation if possible, tracheot- 
omy plus radiation if inoperable. 

4. Thyroid: thyroidectomy plus radiation if 
operable; decompression plus radiation if inoperable; 
prevention by excision of fetal adenomata. 

5. (£sophagus: gastrostomy for feeding, plus 
radiation. 

6. Breast: radical operation. The value of radia- 
tion is still subjudice. 

7. Stomach: resection if possible; gastro-enteros- 
tomy if inoperable. 

8. Intestines: sigmoid and rectum, colostomy plus 
radical operation if operable; colostomy plus radia- 
tion if inoperable. 

g. Uterus: for the fundus, radical operation; for 
the cervix, radiation. 

10. Genito-urinary organs: operation plus post- 
operative radiation in selected cases. 

SHirLeEY C. Lyons, M.D. 


DUCTLESS GLANDS 


Kuestner, H.: Investigations of the Changes in In- 
ternal Secretion After Extirpation of the Uterus, 
Operative Castration, and Roentgen Castra- 
tion, and in the Normal Climacterium (Unter- 
suchungen ueber die innersekretorischen Veraen- 
derungen nach Uterusextirpation, operativer Kas- 
tration, Roentgenkastration, und im  normalen 
Klimakterium). Monatschr. f. Geburtsh. u. Gynack., 
1925, xx, 284. 


The author investigated the changes in internal 
secretion after operative removal of the uterus, 
operative castration, and roentgen castration, and in 
the normal climacterium to determine whether the 
menstrual disturbances of the menopause which are 
manifested chiefly by increased or irregular men- 
struation are best treated by operative removal of 
the uterus or X-ray treatment of the ovaries. 

The function of the glands of internal secretion 
was tested by the Abderhalden method as simplified 
by Luttge and von Mertz. By means of this test only 
a pathological change in the internal secretion of a 
gland is shown. Normal function and complete 
absence of function cannot be demonstrated. The 
procedure consists in mixing the patient’s serum with 
a previously prepared extract of the organ and main- 
taining the mixture at a temperature of 37 degrees 
for twenty-four hours. When changes have occurred 
in the gland, substances resembling amino acids are 
formed. These are extracted with 96 per cent alcohol 
and can be demonstrated by the ninhydrin reaction. 

It was found that the serum of women in the 
normal climacterium and those who had been oper- 
atively castrated had no reaction to ovarian sub- 
stance. The results were similar in the twenty-one 
cases in which only the uterus had been removed. 
Following castration with the X-ray the serum of 
twenty-one of twenty-three women showed a posi- 
tive Luttge-von Mertz reaction to ovarian substance, 

As the Luttge-von Mertz reaction to ovarian tis- 
sue was found still positive even four years after the 
X-ray exposure, it probably indicates a biological 
change such as is associated only with very severe 
disturbances. 

Since roentgen castration not only destroys the 
normal function of the ovary but replaces it by what 
is apparently a pathological function, it is evident 
that great care is necessary in judging the indications 
for roentgen treatment and that extirpation of the 
uterus is preferable unless some other ailment such 
as cardiac failure, struma, or diabetes renders opera- 
tion particularly dangerous. SCHUMACHER (G). 
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